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I. Introduction 

It is a great privilege 

for me to present the fif- 

teenth Charles V. Chapin 

oration before this soci- 

ety. I appreciate deeply 

the great honor which you 

have paid me, as well as 

the University and Hos- 

pital which I represent. 

Having read of the pro- 

fessional career/of Doctor 

Chapin, I can well understand the esteem with 
which he was held in this community. His life 
reflects the tremendous potential within the med- 
ical profession for guiding and directing public 
activities. It is unfortunate that the demands of 
the rapid and extensive scientific advances of this 
age prevent many of us from participating more 
effectively in public services of the type exemplified 
by Doctor Chapin. I trust that your annual observ- 
ance will increase the awareness of succeeding 
*Delivered at the 145th Annual Meeting of the Rhode 
Island Medical Society, at Providence, R. I., May 2, 1956. 
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Nelson, M.D., Alan Goldfien, M.D., from the Department 
of Medicine, Harvard Medical School and the Peter Bent 
Brigham Hospital, Boston. 


These studies were supported by funds from the John A. 
Hartford Foundation, Incorporated, New York; the 
Eugene Higgins Trust of the Harvard Medical School; 
and the National Institutes of Health, United States Pub- 
lic Health Service. 


generations of physicians in this important aspect 
of professional life. 

Recent advances in our understanding of the 
physiology and chemistry of adrenal secretions 
have facilitated the development of sound programs 
for the treatment of patients suffering from dis- 
orders of adrenal function. The availability on the 
one hand of precise and specific diagnostic proce- 
dures, and on the other of an impressive array of 
definitive therapeutic agents makes it possible for 
most patients with insufficiency or excess of adrenal 
cortical secretion to be almost completely rehabili- 
tated, provided of course, that the diagnosis is 
established in time. Furthermore, it has become 
possible to modify certain generalized disease 
processes, of non-adrenal origin, by manipulation 
of the type and quantity of adrenal steroid secre- 
tion, or by surgical removal of adrenal tissue. 

I should like to approach this subject as it con- 
fronts the physician in everyday practice. What 
are the distinguishing features in history taking and 
in physical examination which should suggest the 
possibility of deranged adrenal function ? 

What constitutes satisfactory initial screening 
procedures ? 

What are the indications for more elaborate and 
definitive tests ? 

How should one proceed with treatment once a 
positive diagnosis of abnormal adrenal function has 
been established ? 

Rather than discuss the relative merits of dif- 
erent diagnostic and therapeutic programs, I shall 
restrict my approach to one which my associates 
and I have found practical and effective in our 
clinic. In addition, I shall discuss briefly certain 
general considerations which apply to the pharma- 
cological use of adrenal cortical hormone therapy 
in everyday medical practice. 

II, Adrenal Cortical Insufficiency 
1. Signs and Symptoms of Chronic Adrenal 
Insufficiency. 
The presenting signs and symptoms of chronic 


adrenal cortical insufficiency are summarized in 
continued on next page 
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FIGURE I 
Signs and Symptoms of 
Chronic Adrenal Cortical Insufficiency 

. WEAKNESS AND INCREASED FATIGABILITY 
. Wercut Loss 
. HyPoTENSION 
. HYPERPIGMENTATION OR VITILIGO 
. HypoGLycEMIC MANIFESTATIONS 
. CENTRAL NERvoUS SYSTEM SYMPTOMS: 

Increased irritability 

Convulsive seizures 

Coma 





Figure 1. Regarding weakness and increased fa- 
tigability, it may be noted that patients with pri- 
mary adrenal cortical insufficiency characteristi- 
cally experience increasing fatigue as the day's 
work progresses, whereas patients with neuras- 
thenia often arise fatigued and note increasing 
energy as evening approaches. Difficulty in differ- 
ential diagnosis arises with patients who present 
major emotional or psychological disturbances in 
conjunction with organic adrenal deficiency. For 
practical purposes, weakness and increased fatig- 
ability almost never reflect serious adrenal cortical 
insufficiency unless accompanied by weight loss. 
It is readily apparent, however, that the majority 
of patients presenting weight loss and fatigue will 
not be found to be suffering from adrenal cortical 
insufficiency ! Loss of libido in the male, or amenor- 
rhea in the female are not usual manifestations of 
early adrenal cortical insufficiency and suggest 
pituitary insufficiency or psychological and emo- 
tional disturbances. 

The majority of patients with primary adrenal 
insufficiency will exhibit hypotension. It is to be 
emphasized, however, that since patients with adre- 
nal cortical insufficiency have a normal pressor 
response, the blood pressure may not be noted to 
be low at the time of the initial office visit or on 
admission to hospital. Patients with pre-existing 
hypertension may mask the hypotension of adrenal 
cortical insufficiency by presenting a normal blood 
pressure. 

Increasing pigmentation in addition to weakness, 
weight loss and hypotension strongly suggests 
adrenal cortical insufficiency. The degree of pig- 
mentation present in a patient at the time of initial 
examination is of less significance than the history 
that a change in the degree of pigmentation has 
been observed in the recent past. Thus, a patient 
known to be deeply pigmented for years would not 
be as suspect as a patient with a summer tan which 
had persisted for the first time into the winter 
months. Vitiligo has significance just as great as 
hyperpigmentation in suspecting adrenal cortical 
insufficiency and is observed frequently in patients 
with Addison’s disease. 

While typical hypoglycemic manifestations 
should suggest, among other possibilities, adrenal 
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cortical insufficiency, the latter diagnosis is fre- 
quently overlooked in patients presenting primarily 
central nervous system disorders. These symptoms 
may include increased irritability and change in 
mood. On occasion convulsive seizures or coma 
may constitute the presenting symptoms. 

Whereas decreased axillary and pubic hair is 
typical of female patients with Addison’s disease, 
its presence in the male indicates either testicular 
or pituitary insufficiency. 

Associated hypothyroidism in a patient present- 
ing some of the signs and symptoms of adrenal in- 
sufficiency should also suggest hypopituitarism al- 
though occasional cases of primary thyroid and 
primary adrenal deficiency have been observed. 
2. Types of Steroids Secreted by the Adrenal 

Cortex. 

There are three characteristic types of adrenal 
steroids (Figure 2) secreted in man: (1) The 
group exemplified by hydrocortisone (11, 17- 
hydroxysteroids) and corticosterone (11-oxy- 
steroids). Steroids comprising this group have 
been called “the sugar hormones” signifying that 
one of their striking physiological effects is con- 
cerned with the maintenance of a normal blood 
sugar level. It is this group of hormones which 
modifies carbohydrate, fat and protein metabolism, 
permitting an individual to sustain prolonged fast- 
ing. These steroids also exert an important influ- 
ence on brain metabolism, water distribution and 
pigmentation. Ordinarily these steroids are meas- 
ured as 17-hydroxycorticoids in either blood or 
urine. 

(2) The second group of steroids are those 
known as the “androgenic” steroids and are typified 
by such substances as adrenosterone and dehydro- 
epiandosterone. The “androgenic” steroids favor 
nitrogen-retention and facilitate anabolic or anti- 
catabolic processes within the body. In the female 
these steroids are responsible for the maintenance 
of normal hair distribution and muscle mass. The 
secretion of adrenal androgens is measured in the 
female by determining the excretion of 17-ketoste- 
roids. In the male only two-thirds of the urinary 
17-ketosteroids are derived from the adrenal, one 
third being of testicular origin (Figure 3). Hence 
in the male total 17-ketosteroids do not reflect 
adrenal androgens solely. It is to be pointed out 
that 17-ketosteroids differ appreciably in their bio- 
logical androgenicity, hence interpretation of “an- 
drogenicity” from chemical measurement of 17- 
ketosteroids must be tentative. 

(3) The third group of steroids are the so-called 
salt-retaining hormones (Figure 2). Under normal 
circumstances the principal substance appears to be 
aldosterone. Whereas the secretion of hydro- 
cortisone, corticosterone and adrenal androgens 1s 
markedly enhanced by ACTH, the response of 
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normal individuals and patients with Adrenal Cortical insufficiency. 





aldosterone to ACTH is very limited. This may 
explain why patients with pituitary insufficiency 
show less striking evidence of sodium chloride loss 
than do patients with primary adrenal insufficiency. 
Recently it has become possible to measure the 
quantity of aldosterone in the urine by biological 
and chemical assay methods. In pathological cases 
of hyperadrenocorticism Compound S and deriva- 
tives of desoxycorticosterone have been detected 
and thus may be responsible in part at least for salt 
retention. Of course, steroids such as hydrocorti- 
sone may induce significant salt retention when 
secreted in excessive quantities. 

3. Definitive Diagnosis of Adrenal Cortical 

Insufficiency. 

The diagnosis of adrenal cortical insufficiency 
may be suggested by the signs and symptoms out- 
lined in Figure 1, by changes in blood chemistry 
such as hypoglycemia, decreased serum sodium and 
increased serum potassium concentration, by the 
response of the circulating eosinophils to ACTH, 
or by a positive response to the Kepler- Power water 


test. However, a definitive diagnosis can only be 
established by specific hormonal measurements. 
The spontaneous twenty-four-hour excretion of 
17-hydroxycorticoids does not usually give a defini- 
tive answer since normal subjects frequently show 
low values. In contrast, the baseline level of 17- 
ketosteroid excretion is particularly helpful in fe- 
males since it is almost invariably below normal 
when adrenal cortical insufficiency is present (Fig- 
ure 4). A definitive diagnosis of primary adrenal 
cortical insufficiency, however, is readily established 
by observing the response of urinary 17-hydroxy- 
corticoids and 17-ketosteroids to an eight-hour in- 
fusion of twenty-five units of ACTH carried out 
on two successive days. Patients with limited adre- 
nal cortical reserve will show little or no response 
(Figure 5), whereas normal subjects or patients 
suffering from chronic illness almost invariably 
show an excellent response (Figure 6) at least in 
the second twenty-four-hour period. Eosinophils 
can be measured in conjunction with the test as 


confirmatory evidence of adrenal cortical secretory 
continued on next page 
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FIGURE 6 


FIGURE 7 


Fig.5. The Urinary 17-Hydroxycorticoid and 17-Ketosteroid excretion following the cdministration of 25 Units 
of ACTH over 8 hours for 2 successive days to a 37-year-old male with Addison’s Disease maintained on 1 Mg. of 


tluorohydrocortisone daily. 


Fig.6. The response of circulating eosinophils, Urinary 17-Ketosteroids and 17-Hydroxycorticoids to the Adminis- 
tration of 20 Units of ACTH over 8 hours to a normal female. 


Fig. 7. 
during 


A Schema illustrating the difference in measured urinary levels of 17-Hydroxycorticoids and Ketosteroids 
inhibition of ACTH secretion by Cortisone and Fluorohydrocortisone. 
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response. There is great advantage in administer- 
ing 0.5 mg. of fluorohydrocortisone to patients in 
whom one strongly suspects Addison’s disease prior 
to testing with ACTH. This dose of hormone will 
not affect the urinary steroid values and will pro- 
tect the patient during the ACTH infusion (Figure 
7). Cortisone and hydrocortisone should not be 
employed for this purpose since appreciable quanti- 
ties of these substances may appear in the urine 
and thus complicate the interpretation of the 17- 
hydroxycorticoid measurement. In addition, fluoro- 
hydrocortisone is also extremely useful when the 
physician is faced with the problem of evaluating 
adrenal cortical function in a patient who has been 
maintained on prolonged high dosage cortisone 
therapy for a systemic illness. It is possible to 
substitute a therapeutically equivalent quantity of 
fluorohydrocortisone (20:1 for hydrocortisone and 
cortisone and 5:1 for prednisone), thus preventing 
a clinical relapse, while the exogenous steroid me- 
tabolic products disappear from the urine. The 
patient can then be tested with a standard dose of 
ACTH while continuing on fluorohydrocortisone. 
Following the test, cortisone, hydrocortisone or 
prednisone may be resumed since the salt-retaining 
activity of fluorohydrocortisone is excessive for 
most patients. 

From time to time patients with partial adrenal 
cortical insufficiency may be detected by the use of 
the ACTH test (Figure 8). Characteristic of the 
response of such a patient is an initial measurable 
increase in 17-hydroxycorticoid or 17-ketosteroid 
excretion in response to the first eight-hour ACTH 
infusion but no subsequent appreciable increase on 
continued testing. In fact, one may observe a de- 
creased response on the second or third day of 
testing. The latter phenomenon differentiates the 
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response of a “partial Addisonian” from that of a 
patient with hypopituitarism. Patients with hypo- 
pituitarism characteristically show a small initial 
response with subsequent daily increments (Figure 
9). “Iatrogenic” adrenal insufficiency which may 
accompany the continued ad:ninistration of large 
doses of cortisone or its derivatives gives a response 
similar to that of primary pituitary insufficiency 
(Figure 10). 





FIGURE 11 
Indications for Specific Steroid Therapy 

1. DESOXYCORTICOSTERONE-LIKE HORMONES 
Weakness 
Dehydration and weight loss 
Hypotension and small heart size 
Low serum Na — high serum K 
Elevated urinary Na 

2. HypROCORTISONE-LIKE HORMONES 
Weakness without dehydration 
Increased pigmentation 
Hypoglycemia 
Central nervous system disturbances 
Anorexia and G.I. disturbances* 

3. TESTOSTERONE-LIKE HORMONES 
Diminished axillary and pubic hair 
Atrophic skin 
Low or absent 17-Ketosteroids 





Patients with established adrenal cortical in- 
sufficiency may be treated with a variety of prep- 
arations (Figure 11). In general, the majority of 
patients appear to respond well when given 25 to 
37.5 mg. of cortisone daily and a small supplemen- 
tary dose of salt-retaining hormone (Figure 12). 
The latter may be administered as an injection of 
desoxycorticosterone trimethylacetate once month- 
ly or as 0.5-2 mg. of desoxycorticosterone acetate 
(short-acting material) intramuscularly daily, or 
as 0.1-0.5 mg. of fluorohydrocortisone oraily once 
daily. 
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Fig. 8. The Urinary 17-Hydroxycorticoid and 17-Ketosteroid excretion following the administration of 25 Units 
of ACTH intravenously over 8 hours to a 67-year-old male with partial Adrenal Insufficiency. 

Fig. 9. The response of circulating eosinophils and Urinary 17-Hydroxycorticoids and 17-Ketosteroids to 25 Units 
of ACTH given intravenously over 8 hours on 5 successive days to a 58-year-old female patient with Panhypo- 


pituitarism of 20 years’ duration. 


Fig. 10. The 24-hour excretion of Urinary 17-Hydroxycorticoids and 17-Ketosteroids in response to 25 Units of 
ACTH given intravenously over 8 hours to a 65-year-old male with Chronic Gouty Arthritis who had received 


50 Mg. of Cortisone daily for 4 years. 
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FIGURE 12 
Substitution Therapy for Chronic 
Adrenal Cortical Insufficiency 
#1, CortISONE 25-37.5 mg. DAILY 
+2, DESOXYCORTICOSTERONE REQUIREMENT: 
(a.) 50-100 mg. Desoxycorticosterone Trimethyl- 
acetate i.m. monthly 


or 
(b.) 0.1-0.5 mg. Fluorohydrocortisone by mouth 


daily 
3, FEMALE PatIENTS — TESTOSTERONE CYCLOPENTYL- 
ProprioNATE 50 mg. Montuey I.M. 
*Check presence of latent tuberculosis. Check gastric secretion. 
+Check body weight (edema), blood pressure, heart size 
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4. Acute Adrenal Cortical Insufficiency. 

Acute adrenal cortical insufficiency constitutes a 
major medical crisis. The diagnosis should be sus- 
pected in any patient presenting the picture of 
circulatory collapse in the presence of a stress such 
as surgery, physical injury or myocardial infarct, 
or in patients with bacteremia or septicemia, or in 
patients receiving anticoagulant therapy (Figure 
13). It is almost impossible to obtain hormone 
measurements on blood or urine in time to be of 
diagnostic value although blood may be drawn for 
subsequent hormone measurements. Therefore, 





both diagnosis and treatment must be empirical. 

It is recommended that patients suspected of 
acute adrenal cortical insufficiency be given intra- 
venously 100 mg. of hydrocortisone. Twenty-five 
mg. should be given rapidly and the remainder of the 


dose over a two to eight hour period. This dose 





FIGURE 13 
Acute Adrenal Cortical Insufficiency 
. IncENcE — ALWAyYs ASSOCIATED WITH SEVERE STRESS 
(a.) Infections : e.g. meningococcus 
(b.) Surgery 
(c.) Myocardial infarction 
(d.) Anticoagulant therapy 
2. DIAGNosIs: 
Hypotension and shock 
Laboratory : measurement of adrenal cortical steroids, 
eosinophils 
. TREATMENT: 
100 mg. Hydrocortisone i.v. 
Vasopressor substances 





may be repeated at eight-hour intervals if the clini- 
cal response appears to substantiate the diagnosis. 
There is no need for specific salt-retaining hormone 
with this dose of hydrocortisone. Vasopressor 
agents should be given to sustain blood pressure. 
If the diagnosis appears to be substantiated by clear 
cut clinical improvement then hormone therapy 
may be continued and the dosage gradually reduced 
to maintenance levels (Figure 12). The accuracy 
of the diagnosis may be established subsequently 
by applying standardized ACTH tests following 
the substitution of fluorohydrocortisone for the 
equivalent quantity of cortisone employed as main- 
tenance therapy. 


OF ADRENAL DISORDERS 
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III, Adrenal Cortical Hypersecretion 

The clinical characteristics of adrenal cortical 
hypersecretion will vary with the specific type of 
steroid elaborated by the adrenal cortex (Figure 
14). Thus with a marked excess of the hydro- 
cortisone type of steroid one would obtain the 
classical picture of Cushing’s syndrome. With an 
excess of adrenal androgenic substances one would 
anticipate the adrenogenital syndrome or virilism. 
With an excess of aldosterone one would anticipate 
a clinical picture characterized by hypokalemia, 
muscular weakness, hypertension and edema. Of 
course in many instances the syndromes are not 
pure but represent the effect of excesses of varying 
proportions of the three types of adrenal steroids. 
The excess hormone secreted may arise from 
hyperplasia of one or both glands or from an 
adenoma or carcinoma. 





FIGURE 14 
Hyperadrenocorticism 
1. CUSHING’s SYNDROME 
2. ADRENOGENITAL SYNDROME 
3. HyPERALDOSTERONISM 
4. MrxEp SYNDROMES 





1. Cushing’s Syndrome. 

A definitive laboratory diagnosis of Cushing’s 
syndrome (Figure 15) is made (a) by the analysis 
of the baseline urinary steroids, (b) by the re- 
sponse to stimulation with ACTH and (c) by a 
study of inhibition with fluorohydrocortisone (Fig- 
ure 16). Baseline values of 17-hydroxycorticoids 
if high on successive observations indicate definite 
over-activity of the adrenal cortex. Under these 
circumstances the 17-ketosteroid level may be ele- 
vated, normal or low. Patients with Cushing’s syn- 
drome due to bilateral adrenal hyperplasia tend to 
respond to ACTH with a marked increase in 17- 
hydroxycorticoid excretion whereas patients with 
Cushing’s syndrome due to carcinoma of one adre- 
nal show a minimal or low normal response to the 
standard ACTH test. Studies with fluorohydro- 
cortisone are not usually definitive in Cushing's 
syndrome since it is difficult to obtain clear-cut in- 
hibition with a type of steroid which is already 
circulating in high titer and presumably already 
depressing pituitary ACTH release. This is in con- 
trast to the studies in adrenogenital syndrome in 
which inhibition of 17-ketosteroid excretion with 
compounds such as fluorohydrocortisone have a 
high diagnostic value. 

In patients with early Cushing’s syndrome with- 
out mental aberration, severe osteoporosis, pro- 
gressive cardiovascular symptomatology or dia- 
betes, and in whom there is a definite response to 
ACTH, it is justifiable to initiate treatment with 
irradiation of the pituitary, although success is 


limited to a very small percentage of cases. In pa- 
continued on next page 
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CUSHING'S SYNDROME 
1. PROTEIN DEPLETION ADRENAL VIRILISM 
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FIGURE 15 FIGURE 16 FIGURE 17 
Fig. 16. A comparison of the Urinary 17-Hydroxycorticoids and 17-Ketosteroids in Mg. per 24 hours in response to 
the infusion of 20 units of ACTH over 8 hours in a normal subject, a patient with Cushing’s Syndrome due to Adrenal 
Cortical Carcinoma, and a patient with Cushing’s Syndrome due to Bilateral Adrenal Hyperplasia. 





























tients with any degree of psychological disturbance _ ride enteric capsules three times daily with meals, 
or with severe diabetes, hypertension or osteo- Most patients with adrenogenital syndrome due to 
porosis, bilateral complete adrenalectomy is the im- adrenal hyperplasia will show a marked reduction 
mediate treatment of choice. Failure to carry outa in ketosteroid excretion with fluorohydrocortisone 
complete bilateral adrenalectomy may result, in therapy. Patients with carcinoma are unlikely to 
many instances, in only partial remission of the show this response. Thus not only may a diagnosis 


of adrenal cortical hypersecretion be made in pa- 
tients with virilism and adrenogenital syndrome, 
but the adrenal pathology responsible for the ab- 
normality may be suspected with considerable ac- 
curacy from the response to ACTH stimulation 
and fluorohydrocortisone inhibition, 


disease or in early relapse. 

2. Virilism or Adrenogenital Syndrome. 

In patients presenting this syndrome ( Figure 17 ) 
one anticipates a high urinary excretion of 17- 
ketosteroids whereas 17-hydroxycorticoids may be 
normal or low. The adrenogenital syndrome, or 
virilism due to adrenal cortical hyperfunction, will Patients in whom the excessive ketosteroid ex- 
characteristically reveal a marked response in the cretion responds promptly to fluorohydrocortisone, 
17-ketosteroid excretion to ACTH stimulation if cortisone or prednisone and in whom a normal 
the cause of the disease is bilateral hyperplasia ketosteroid excretion can be maintained without 
(Figure 18). Patients with carcinoma of the adre- inducing Cushing’s syndrome may be treated in- 
nal do not exhibit increased sensitivity to ACTH, definitely by this method (Figure 20). In patients 
and indeed frequently fail to respond to ACTH _ who fail to show a satisfactory inhibition with these 
stimulation. Inhibition with fluorohydrocortisone hormones or in whom the maintenance dose pro- 
may be carried out by administering 5-10 mg. of duces disturbing or undesirable side effects, adrenal 
fluorohydrocortisone daily (Figure 19). Under exploration and adrenalectomy must be carried out. 
these circumstances the sodium chloride intake of Ina patient presenting disturbances in menstrua- 
the patient should be restricted and supplementary _ tion, with elevated 17-ketosteroids, it appears desir- 
potassium may be given, i.e., 2 gm. potassium chlo- able to explore the ovaries prior to adrenal explora- 
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FIGURE 18 FIGURE 19 FIGURE 20 

Fig. 18, The Urinary 17-Hydroxycorticoid and 17-Ketosteroid excretion following the administration of 25 Units 
of ACTH intravenously over 8 hours for 2 days in a 29-year-old woman with virilization due to Bilateral Adrenal 
Hyperplasia and in a 27-year-old woman with virilism due to an Adrenal Carcinoma. 
_ Fig. 19. A comparison of the urinary excretion of 17-Ketosteroids during treatment with Intramuscular Cortisone 
in a 26-year-old virilized female with Adrenal Cortical Hyperplasia and a 28-year-old female with virilism due to 
an Adrenal Cortical Carcinoma. 

Fig. 20. The 17-Ketosteroid excretion of a 29-year-old female with virilism due to Bilateral Adrenal Hyperplasia 
— — of 20 months. The responses to Intramuscular Cortisone and Oral Cortisone and Fluorohydrocortisone 
are illustrated. 
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ADVANCES IN THE DIAGNOSIS AND TREATMENT 


tion or adrenalectomy. This is carried out to ex- 
clude the possibility of ovarian disease (aberrant 
adrenal tissue or ovarian tumor). 

3. Hyperaldosteronism. 

This recently described syndrome appears to 
occur in two forms. The first is primary which is 
exceedingly rare and in which, curiously enough, 
edema does not appear to be a prominent sign 
(Figure 21). Patients so far described have been 
observed to have very low serum potassium levels, 
normal or slightly elevated serum sodium levels, 
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weakness and fatigability, polydipsia, polyuria and 
hypertension. In primary aldosteronism the diag- 
nosis is suggested by a low serum potassium and 
particularly by a low urinary Na/K ratio and a 
low salivary Na/K ratio. Saliva is collected in the 
morning prior to breakfast and prior to the use of 
a dentifrice (Figure 22). Stimulation of saliva 
flow is obtained by the patient’s chewing paraffin 
and collecting a specimen over two consecutive ten- 
minute periods. The first ten-minute specimen is 
discarded since it is not considered to be a repre- 
sentative physiological aliquot but rather stored 
ductal secretions contaminated by oral debris ex- 
pectorated during the first few minutes of active 
chewing. All observations are based on measure- 
ments of the sodium and potassium concentrations 
of the second ten-minute period specimen. With 
chemical evidence suggesting hyperaldosteronism, 
urine analysis by either biological or chemical 
chromatographic technics should be carried out. 





FIGURE 22 
Evaluation of Aldosterone Secretion 

1, SERUM Na/K Ratio 

2, Urinary Na/K Ratio 

. SALIVARY Na/K Ratio 

. Errect or Na Cl Loan 

5. Errect or Na Cl RESTRICTION 

. UntNARY ALDOSTERONE LEVEL 


—— 





Secondary hyperaldosteronism is a common ac- 
companiment of cardiac edema, cirrhosis with 
ascites and the nephrotic syndrome. It also may be 
initiate by restriction of sodium chloride. The 
chemical findings are similar to those noted above 
and the values obtained in an illustrative case are 
given i) Figure 23. 


OF ADRENAL DISORDERS 





FIGURE 23 
Urinary Excretion of Aldosterone 
NorMAL Susyects: 4-8 Micrograms per 24 hours 
Sat Restriction : 4-50 Micrograms per 24 hours 
ADRENAL CARCINOMA: 220 Micrograms per 24 hours 





In patients with primary aldosteronism the treat- 
ment of choice is exploration of the adrenals and 
removal of the tumor. In patients with secondary 
hyperaldosteronism the possibility of bilateral 
adrenalectomy with substitution of cortisone ther- 
apy may be considered in selected cases. 

It is known at present that ACTH has only a 
small influence on the secretion of aldosterone in 
man. Sodium depletion or potassium excess en- 
hances aldosterone secretion. Aldosterone secre- 
tion is also inhibited by a marked increase in plasma 
volume secondary to the administration of pitressin 
and water. Of particular interest is the recent ob- 
servation that amphenone (Figure 24) appears to 
inhibit to a considerable extent the secretion of 
aldosterone. Although at the moment because of 
side effects this compound does not appear to have 
practical usefulness, it has been of great value in 
studying the secretion of aldosterone in man 
(Figure 25). 

continued on page 448 
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1, 2 - bis (p- Aminopheny!) -2- Methylproponone -I- Dihydrochloride 
FIGURE 24 
Chemical structure of Amphenone B. 








EFFECT OF AMPHENONE ON URINARY EXCRETION OF 
ALDOSTERONE AND SODIUM 
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FIGURE 25 
The effect of 8 Gms. of Amphenone in divided doses 
for 2 days on the urinary excretion of Sodium and 
Aldosterone in a 36-year-old female with marked edema. 
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I DISCUSSING the correlation of state and com- 
munity agencies to supply mental health services, 
it becomes necessary to define terms and outline the 
services necessary. 

No one has an entirely satisfactory definition for 
the term “imental health,” but I shali use the term 
to mean: 

A kind of resilience of character or ego 
strength so an individual may, as nearly as pos- 
sible, find in his world those elements he needs 
to satisfy his basic impulses in a way that is ac- 
ceptable to his fellows or, failing this, find a suit- 
able sublimation for them. If he finds the com- 
munity unsatisfactory in some features he should 
take constructive steps to bring about changes 
desired. This resilience of character should be 
such that he can adapt himself to the vicissitudes 
of fortune, bouncing back to find new ways of 
satisfaction or sublimation after defeat and in 
the process leading a reasonably happy and pro- 
ductive life. 

In addition, “mental illness” shall mean: 


A state of being in which a person who because 
of some combination of a developmental defect, in- 
jury, disease, emotional stress or social pressure, 
develops behavior considered by a significant seg- 
ment of society to be deviant and of a type repre- 
senting illness and needing treatment. 

The necessary mental health services are: 

1. To provide adequate facilities for mental 
health and the care of the mentally ill. For this, it 
is necessary to have some type of health promotion 
activities in the community. These services will 
provide consultations to community agencies. They 
will provide consultations and support for guidance 
counsellors, special teachers and other persons 
working with persons having adjustment problems. 
They will participate in education programs di- 


*Presented at the Annual Meeting of the Providence Child 
Guidance Clinic, Inc., at Providence, Rhode Island, May 
16, 1956. 





rected to the public on knowledge of mental health 
principles. 

2. Clinic facilities for the care of those persons 
for whom the mental health promotion service fails. 
The patients served by such clinics include behavior 
problems in children, psychoneuroses in adults, the 
very mild psychoses and the psychosomatic dis- 
orders. 


3. There should be available in the general hos- 
pitals and the private and public mental hospitals 
of the community, services for those more acutely 
mentally ill who must be temporarily segregated 
from their fellows. These hospital services should 
be looked upon as additional community facilities 
with special environments adapted to the peculiar 
needs of the individual patient. They should not be 
looked upon as custodial institutions or institutions 
where persons are placed for “the protection of the 
public.” 


4. Rehabilitation services must be available to 
persons treated by either clinic or hospital to aid in 
their recovery and improve their post-treatment 
adjustment. 

The goal or purpose of all of these services is 
promotion of well-being among the citizens, and the 
care of sick individuals in a community. Since the 
individual lives in a family in a community, effec- 
tive services to this individual must have roots and 
function in the community in which the person 
lives. Mental health services, as far as are practical, 
must be community agencies. The nearer the 
agency is to the person receiving its care, the more 
individual and definitive its function can be. How- 
ever, certain activities of these mental health agen- 
cies are so broad in their application or so technical 
in their operation that it is impossible or impractical 
to apply them at the local level. These latter func- 
tions become the proper responsibility of some 
larger private or governmental unit. Perhaps chief 
among these broader functions are the epidemi- 
ological and statistical services. As applied to an 
individual family or an individual town, these serv- 
ices would be of little value in terms of planning 
for case load and studying causes but as general- 
izations based on a larger sample, they give facts of 
value to the community in detailed planning. In 
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addition, other technical resources may be pooled ; 
for example, the in-service training of employees 
so necessary for improving the function of a men- 
tal health agency can best be organized at some level 
larger than an individual community. In New 
England, with small geographic areas involved, the 
most convenient larger unit is at the state level. 
By combining larger areas, it is possible to have a 
larger and more specialized group of teachers who 
represent a variety of technical skills that are essen- 
tial for the effective organization of a community 
mental health service. Schools and hospitals with 
special services must be pooled at regional or state 
levels to economically provide all possible services. 
The clinic services, whenever possible, should be 
given at the community level and preferably by 
persons who live there and become an integral part 
of the citizenry of the community. As citizens, they 
will be subject to the community pressures and 
regulations of other service organizations within 
the area, and will be sensitive to community needs. 


The Organization of a Mental Health Service 
in the Community 


The health promotion and clinic services should 
start in the community and must involve significant 
social units of a community. The most important 
unit is the family. At present we have no partic- 
ular organization that represents families as such 
so we pick organizations in which a variety of 
families have an interest and membership. To in- 
sure this family type representation, we insist that 
community organizations start with a nucleus or 
board composed of representatives from a variety 
of agencies in which the local families participate 
and which they control. Among these are the 
churches, the public and private schools and the 
various business and manufacturing agencies in- 
cluding representation from management and la- 
bor. We also include representation from the med- 
ical society or some unit of it, the various social 
agencies such as Family Service or Welfare 
Boards, the Visiting Nurses Association, the 
Health Department, the courts, and the recreational 
groups. In Massachusetts, if a community finds 
itself unable to get started in this organization but 
significant portions of it desire to do so, we send a 
person to meet with the various groups and help 
them in this preliminary organization phase. We 
feel, however, that the community must take the 
basic responsibility for working out their own 
destiny with technical advice from the State De- 
partment of Mental Health. The State Department 
of Mental Health, by offering technical advice, can 
often help set the pattern for trouble-free opera- 
tion in a particular community. The Department 
can also help in recruiting professional personnel. 
The principal aid here is in a wider acquaintance 
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with persons in the field, and by affiliating these 
people officially with the State Department of Men- 
tal Health, offer them incentives of career patterns 
and retirement benefits that are not often available 
to an employee of an independent board in a small 
or moderate-sized city. The Department can also 
bring to the board of the local clinic the factual 
knowledge available on technical standards, organ- 
izational patterns, and procedures for operation 
demanded by various professional organizations. 
This coordination of state and local agencies allows 
use of the experience of the state agency by the 
local board and enables them to profit by the ex- 
perience of other communities. We keep the organ- 
ization flexible enough to take advantage of any 
unique individual opportunities or original think- 
ing ina community for further improvement of the 
local services. I am happy to say that in Massachu- 
setts no two clinics are exactly the same, each hav- 
ing its own peculiar patterns and advantages as 
opposed to the others. Another advantage of hav- 
ing the State Department participation is the ease 
of insuring adherence to professional standards and 
removing the major appointments from temptation 
of local politicians who may wish to dabble with 
the appointments in the staffing of the clinic. 

It is our belief that the community should share 
in the cost of operation of the clinics. I believe that 
the exact apportionment of this share is unimpor- 
tant as long as each part plays a substantial and 
responsible role in the operation of the clinic. For 
example, I believe New York State insists that the 
local communities bear 50% of the cost. In Massa- 
chusetts, the standard is much more flexible. We 
insist that the local community provide the office 
space, the office overhead and the secretarial serv- 
ices necessary. All the basic professional help is 
paid by the State Department. In most instances 
this amounts to a larger proportion of the expense 
being borne by the State in the initial stages. As 
the clinic grows and the clinic staff is expanded in 
terms of additional social workers, psychologists, 
secretaries and assistant physicians, these persons 
are paid by the local board so that in some instances 
the local communities spend approximately four to 
five times as much as the State Department. The 
State Department’s supervision of these clinics is 
maintained in terms of the employment of the di- 
rector, the chief social worker and the chief psy- 
chologist. These key people are subject to the local 
board in terms of adapting the functions of the 
clinic to the needs of the local community and 
adhering to standards set by the central Depart- 
ment of Mental Health. This flexibility in sharing 
is desirable as it enables the Department to adapt a 
program to the needs, resources and demands of a 
local community and while allowing the clinic a tre- 


mendous amount of autonomy in terms of its own 
continued on page 455 








440 


RHODE ISLAND MEDICAL JOURNAL 





L$ SS SEE ESAS ES SEEDS SCORE SECEEESE CEE EEE SOE OEE REESE EEE EE Eos Oe ee Eee wie eae. 





MEDICAL REHABILITATION IN A GENERAL HOSPITAL* 


ARTHUR L. WATKINS, M.D. 








The Author. Arthur L. Watkins, M.D. of Boston, 
Massachusetts. Chief, Physical Medicine Department, 
Massachusetts General Hospital; Medical Director, 
Bay State Medical Rehabilitation Clinic; Assistant 
Clinical Professor of Medicine, Harvard Medical 
School. 





sasatoras “Rehabilitation” is now an everyday 
term, it rarely means the same thing to any 
two workers in the field. Definitions are plentiful, 
but I think a better picture of our present concept 
of Rehabilitation can be given you by briefly trac- 
ing its development at the Massachusetts General 
Hospital and illustrating this with some case his- 
tories. 

The Occupational Therapy Department was the 
first paramedical service included in the broad 
scope of Rehabilitation at the Massachusetts Gen- 
eral Hospital. This was, at first, largely for recrea- 
tional and diversional purposes and not under medi- 
cal direction. 

Physical Therapy did not begin as a separate de- 
partment, but as an adjunctive service to various 
clinics; for instance: the Orthopedic Clinic, the 
Arthritis Clinic, Neurology Department, Skin 
Clinic, and a small Out-Patient Section largely de- 
voted to what was called “bakinig and massage.” 

In 1940, under medical direction, physical ther- 
apy was unified into a single unit and combined 
also with Occupational Therapy, both as to location 
and medical direction. Within a few years, experi- 
ence showed that about twenty per cent of the 
referrals were for diagnostic or prognostic pur- 
poses. It also became obvious that for proper pre- 
scription and supervision, a doctor was needed at 
all times. This pointed out the fact that the scope 
of the service went beyond physical therapy and it 
was called physical medicine, just as the American 
Medical Association Council on Physical Therapy 
changed its name to Physical Medicine. 

Once a Department of Physical Medicine is 
firmly established, various educational duties fall 
upon it. First of all, particularly during the war, 
there was a great need for training of physical 
*Presented at the 145th Annual Meeting of the Rhode 

Island Medical Society, at Providence, Rhode Island, 
May 2, 1956. 


therapists and occupational therapists. This need 
for educational facilities continues as the develop- 
ment of the practice of medical rehabilitation 
spreads, so that there is still a great shortage of 
physical and occupational therapists. There is, of 
course, a growing demand for training of doctors 
in this specialty, and for general orientation of all 
physicians. 

In order for a Department of Physical Medi- 
cine to take its proper place in a teaching hospital, 
it must include research activities. It has been our 
experience that in the department, topics likely to 
be of interest include investigation of electro- 
diagnostic technique and methods including electro- 
myography.'? As heat is the most commonly used 
physical agent in physical medicine, it is natural 
that the physiologic effects of heat are another 
common subject of study. With advances in en- 
gineering, powerful sources of energy have become 
available to us, and the study of their effects on 
living tissues naturally is a subject of interest to 
those specializing in this field. We have done 
studies, for example, with diathermy of ordinary 
short wave length and of the microwave length, on 
various types of living tissue, particularly the 
epiphyses of growing bones.® At the present time, 
many centers are studying the effects of ultrasound 
energy in the laboratory and clinic. 


Psychological Effects Important 


All of us closely acquainted with the uses of 
physical agents, realize that the psychological ef- 
fects are of great importance. It is only natural, 
then, that our investigations have also turned in 
the direction of evaluation of some of the psycho- 
logical factors. For example, we have done com- 
bined research with the Psychiatric Department on 
the subject of fatigue.*'* 

There is always a need for further study to im- 
prove the techniques of physical therapy and occu- 
pational therapy. One of our studies in this direc- 
tion has been the development of a technique of 
strengthening exercises known as progressive re- 
sistance exercises, which has proved safe and ef- 
fective. This has naturally led to interest in more 
exact measurements of muscle strength, and we are 
at present using strain gages, tensiometers and 
electronic recording devices in an attempt to quanti- 
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tate muscle torque in a more scientific manner. 
These are only a few of the subjects which we have 
investigated and I am sure the wide wariety indi- 
cates to all that physical medicine is still a wide 
open field for interesting research. 

Although the need for additional rehabilitation 
facilities was known and searches made for loca- 
tions to set up such a facility, it was not until 1951 
that the Bay State Medical Rehabilitation Clinic 
was opened at the Massachusetts General Hospital 
in one of its buildings ; namely, the old Orthopedic 
Ward. This is a separate building with a separate 
entrance, and it is of interest that it also has a 
separate Board of Directors. 

The location of this clinic was planned purpose- 
fully, because of the great advantages of location 
on the grounds of a large general hospital where all 
the facilities of the hospital are available as needed. 
For example, it is common experience that patients 
referred for rehabilitation have the need for clari- 
fication of diagnosis and often need expert special 
consulting opinion in regard to prognosis and pos- 
sible further medical or surgical treatment. An- 
other advantage is that a fully equipped Physical 
Medicine Department is available for patients need- 
ing it, without duplication of services in the Re- 
habilitation Clinic. In order to make this function 
properly, it was essential that there should be close 
co-ordination between the Physical Medicine De- 
partment of the hospital and the Rehabilitation 
Clinic, and this has been accomplished by having 
the same medical director for the two clinics. 

To further explain the difference between the 
Rehabilitation Clinic and a Physical Medicine De- 
partment, I will briefly describe the type of ac- 
tivities and the personnel of the Rehabilitation 
Clinic. 

The services in the Rehabilitation Clinic are all 
under the direction of a specialist in physical medi- 
cine and rehabilitation, commonly called a physi- 
atrist. Physical therapy is included, but differs 
from that seen in the Physical Medicine Depart- 
ment inasmuch as emphasis is on active exercises, 
particularly training in ambulation with braces, 
crutches, artificial limbs, or in some cases practice 
in the use of wheelchairs. Treatments here are 
usually for several hours’ duration, and may be in 
groups rather than individual short duration treat- 
ments as in a hospital department. 

In occupational therapy the emphasis is on func- 
tional training, for example: teaching independ- 
ence in the acts of daily living, and also training in 
adaptive equipment and prosthetic devices. The 
emphasis, again, is on function and strength, as in 
the development of standing and work tolerance. 
We also use it for prevocational analysis to explore 
the abilities of handicapped people. One of the 
most rewarding developments in our Occupational 
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Therapy Department is made possible by the close 
association with the Massachusetts General Hos- 
pital. We call this “Work Therapy.” In this phase 
we place patients still under treatment, in one of 
the numerous hospital industries, for purposes of 
developing incentive to work, work tolerance, and 
also at times to try out their vocational abilities. 
The wide variety of activities of this nature is per- 
haps surprising. We have utilized to date twenty- 
eight activities of the hospital. We consider this 
work therapy one of the most valuable services 
provided in our Rehabilitation Clinic. 

Another important member of the rehabilitation 
team is the social service worker. She does case 
investigations, studying problems of family inter- 
personal relationships and economic needs, takes 
work histories, and interprets the program of the 
clinic to the patient. It is for her to work out prob- 
lems of transportation, develop economic resources 
through the different agencies to pay for treatment, 
and in general to expedite the program. She also 
helps in contacting placement or vocational agen- 
cies, including insurance companies and employers. 

We have found a clinical psychologist essential 
for our rehabilitation evaluation. This trained man 
does psychometric tests for intellectual capacities, 
and at the same time gives special projective tests 
to determine personality needs and maladjustments, 
if present. 

The physical evaluation in physical therapy, the 
functional studies in occupational therapy, the in- 
terests and goals from social service, and the 
capacities developed or found present by this test- 
ing, together with the exact experience gained in 
Work Therapy in the hospital, makes it possible 
for us to come up with a report of a positive na- 
ture. This is given to the next person on the team, 
the vocational counselor, so that he may use his 
special experience in helping formulate a realistic 
employment goal. We then, finally, turn to a place- 
ment agency of some sort, such as a federal agency, 
the Division of Vocational Rehabilitation, or re- 
cently, J.O.B. (Just one break). 

It has been our experience that a large percent- 
age of our handicapped patients have, because of 
injury or disease and difficulties in the past, been 
further handicapped by psychological problems ; 
an important member of our team is the psychiatrist 
who attends all our staff meetings and who is avail- 
able for consultations on a large number of our 
patients. 

Finally, we have a co-ordinator, who keeps the 
program running, integrates it carefully with the 
various services and with outside agencies, and 
keeps up our public relations with referring and 
placement agencies. 

You may be interested in some figures as to 


sources of referral and types of cases we have 
continued on next page 
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seen. Figure 1 indicates our sources of referrals. 
Figure 2 indicates types of cases referred, and 
Figure 3 indicates the area of pathology most com- 
monly dealt with from an anatomical point of view. 
The last table summarizes results of treatment. 


FIGURE 1 

Source of Referral 
i ORS SNE NTT ATE NO a 
Massachusetts General Hospital 
Other Hospitals . 
Crippled Children’s Service 
Division of Vocational Rehabilitation 
Insurance Companies ............. 
Department of Public Welfare 
Bay State Society 
United Mine Workers... 
Visiting Nurses Association................... 
NE IE soicishoentctencercear 
Other ... 


Total 


675 


FIGURE 2 
Etiology 
Degenerative 00... 
(Cardiovascular 
( Arthritis 
(Other 

Trauma 

Infections 

Tumor 

Congenital .. 

Unknown ................ 


4% ) 


Location of Pathology 
1534 Cases 

Brain ....... 
Spinal Cord 
Amputation (Upper) .......... ihe 
Amputation (Lower ) 
1 ONG Pap an eco es eae eomeueie! 
Legs 
Arms 
General 
Nerves 


FIGURE 4 

Disposition of Discharged Patients 
June 21, 1951 to April 30, 1956 
ETIOLOGY 


Traumatic Degenerative 
Returned to Employment 
Former jobs . ee 170 85 
Other jobs ....... ehiwtinn Hae 33 
Housekeeping ......... 27 77 


250 (32%) 195 (18%) 
Referred for Placement 
Division of Vocational 
Rehabilitation ............ scene 47 


Other agencies o.com ae 26 


72 73 
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Referral for Vocational Training 
Division of Vocational 
Rehabilitation 
Other agencies 
Made More Independen 
Referral to Another Agency 
Sheltered shop 
Psychiatric 
Speech Clinic 
Other 
Home Program 
Bay State Society 
Visiting Nurse Association 
Private 
Nursing Home or Institutions 
Evaluated only 
Discontinued 
For surgery 
Because of Transportation 
Because of illness 
Against medical advice... 
Home furlough 
Died 























Totals 





Case Histories 

To illustrate how this type of medical rehabili- 
tation works, I would like to give you a few case 
histories in abstract : 

T.P. $5 (Third case). In this case the rehabili- 
tation goal was quite different. 

A thirty-four-year-old housewife at the age of 
eleven, developed acute rheumatic fever with in- 
volvement of her heart leading to mitral valvular 
disease and auricular fibrillation. As a complica- 
tion of this condition, in September of 1949, she 
had a thrombosis of the great vessels of her leg, and 
finally developed a saddle embolus and vascular 
insufficiency of both legs. All attempts to save the 
extremities failed, and she had bilateral mid-thigh 
amputations performed in the Massachusetts Gen- 
eral Hospital. 

The steps in her rehabilitation consisted first, in 
starting her learning to walk with short non- 
articulated limbs and crutches, which she learned 
to manage after two months of treatment. She was 
able to tolerate this exercise in spite of her limited 
cardiac reserve, without any evidence of cardiac 
failure. 

Four months later she was transferred to long 
articulated prostheses, and started training in the 
Bay State Medical Rehabilitation Clinic. This was 
on an ambulatory basis of about twice a week. She 
made steady progress with the use of her limbs, 
and continued in functional projects such as learn- 
ing to work in the kitchen with simple adjustments 
shown her for stability, while she worked (such as 
straps at the sink). She had a total of twenty 
treatment visits : first, twice a week, and then once a 
week, and was finally discharged in January, 1952, 
completely independent in her home. 

H.B. $960 (First case). This twenty-six-year- 


continued on page 456 
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THE CHAPIN ORATION 


r his Chapin Oration, delivered almost on the 
centenary of the birth of endocrinology, Doctor 
George W. Thorn presented us with a brilliant ex- 
position of the fruits of the experimental method 
in medicine, the “method,” as Wilfred Trotter said, 
“which beyond all shadow of doubt, is the most 
effective implement for the advance of knowledge 
ever invented by man.” 

Listening intently, some of us, perhaps, recalled 
the address of Clifford Allbutt delivered in 1919 
before the British Medical Association. Allbutt 
declared, with much evidence to support his claim, 
that since the end of the First World War there had 
been a new birth of medicine. “What, then,” he 
inquired, ‘“‘is this new birth, this revolution in medi- 
cine? It is nothing less than its enlargement from 
an art of observation and empiricism to an applied 
science founded upon research; from a craft of 
tradition and sagacity to an applied science of 
analysis and law; from a descriptive code of sur- 
face phenomena to the discovery of deeper affin- 
ities; from a set of rules and axioms of quality to 
measurements of quantity. When I turn back to 
the textbooks of my pupilage, to the wise and schol- 
arly \\ xtson, or to the respectable Alison, and con- 
trast them with the textbooks of today, I marvel 


that a change so vast, so revolutionary, should come 
about in one lifetime!” And if Allbutt marveled 
greatly, as well he might, how much more should we 
marvel as we contemplate the amazingly rapid 
revelations of deeper affinities by the biochemists 
of today! 

Aside from its very practical value in clinical 
medicine, the significance of Doctor Thorn’s ora- 
tion would seem to lie in this—that standing as on 
a peak in Darien, he opened to our view the almost 
illimitable ocean of endocrinology on which the 
younger men among us, if in search of new treas- 
ures, will do well to launch their adventurous ships. 

Thomas Addison, a proud and rather shy man, 
neither seeking nor obtaining public acclaim during 
his lifetime, was one of the “great men of Guys” 
who, with Richard Bright, William Gull, Samuel 
Wilks, Thomas Hodgkin and, later, Hilton Fagge, 
conferred distinction on that hospital in the early 
and middle years of the nineteenth century. Of 
Addison, Samuel Wilks, one of his devoted stu- 
dents, wrote, “For many years, he was the leading 
light of Guys, so that every Guys’ man, during the 
thirty or forty years of his teaching, was a disciple 
of Addison, holding his name in the greatest rever- 


ence and regarding his authority as the best guide 
continued on next page 
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in the practice of his profession.” 

On March 15, 1849, Addison made a brief com- 
munication on his disease to the South London 
Medical Society, but his famous book, a slender 
volume, ON THE CONSTITUTIONAL AND LOCAL 
Errects oF DisEASES OF THE SUPRARENAL CaAp- 
SULES was published in 1855. We are the fortunate 
possessors of a copy in our Rhode Island Medical 
Library. And, by the way, how interesting it is to 
note the number of important discoveries in medi- 
cine which were announced in small or slender 
books! Addison called the disease he was describ- 
ing, “bronzed skin” or “melasma suprarenale”’ and 
said, “It was whilst seeking in vain to throw some 
additional light upon this form of anaemia ( Addi- 
son’s anaemia) that I stumbled upon the curious 
facts which it is my more immediate object, now, 
to make known to the profession. The leading and 
characteristic features of this morbid state, to 
which I would direct attention, are anaemia, general 
languor and debility, remarkable feebleness of the 
heart’s action, irritability of the stomach and a 
peculiar change of color in the skin, occurring in 
connexion with a diseased condition of the supra- 
renal capsules.” 

Addison’s studies were, of course, conducted at 
the bedside and in the post-mortem room. It was 
Brown-Séquard, who, in 1856, first removed ex- 
perimentally the suprarenal glands from living ani- 
mals, and, in the same year, Moritz Schiff showed 
that the removal of the thyroid (and parathyroids ) 
was fatal to dogs. Thus again, Doctor Thorn’s 
oration may be regarded as in celebration of the 
centenary of the first application of the experimen- 
tal method in the field of endocrinology. 

The vocabulary of endocrinology is replete with 
words of Mediterranean provenance for, like all 
growing sciences, it is creating its own verbal tools, 
but one must confess, regretfully, that to many of 
us who compose the audience of the endocrinol- 
ogists, its language is somewhat awesome. However, 
it is comforting to report that the 17-hydroxy-11- 
dehydro-corticosterone has been mercifully trans- 
lated into the familiar cortisone. Under the tutelage 
of Doctor Thorn, who speaks and writes the lan- 
guage with equal facility, you will be rewarded 
with much important and useful knowledge about 
the suprarenal cortex by reading his splendid ad- 
dress which we are honored to publish in this issue 
of the JouRNAL. And having read, you will surely 
wish to become acquainted with other contributions 
from the same accomplished pen. 


FROM THE SMALLEST STATE 


When Socrates was asked to what country he 
belonged, he said that he was a citizen of the world. 
For he thought himself an inhabitant and citizen 
of the whole universe. 
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In our twentieth century, we too would like to 
think of ourselves as being citizens of the world, 
and not merely of the smallest state in the Union. 
But with due credit to the international attitude we 
are expected to accept, there still abides with us a 
keen appreciation of the quality of the products of 
the “gem” of the States, together with pride in the 
achievements of the natives of Little Rhody. 

Consequently, we salute this month Doctors 
Frank Allen MacDonaid of Sacramento, Califor- 
nia, and John T. Farrell, of Philadelphia. 

Doctor MacDonald, a native of Westerly, who 
grew up in Barre, Vermont, where his father was 
in the granite business, was chosen in May as the 
president-elect of the California Medical Associa- 
tion which is rapidly challenging New York as hav- 
ing the latgest state medical membership. 

Doctor John T. Farrell, son of a distinguished 
Rhode Island physician, was named president of 
the Philadelphia (Pennsylvania) County Medical 
Society earlier in the year, and his tenure of office 
has already been marked by outstanding progress 
of that society. 

THE HADASSAH MEDICAL 
ORGANIZATION 

A brochure titled The Hadassah Medical Organ- 
ization: An American Contribution to Medical 
Pioneering and Progress in Israel has recently been 
received by the Library. Hadassah is the Women’s 
Zionist Organization of America. Written by a 
number of experts in the field, the booklet gives in 
a brief ninety-five pages a comprehensive summary 
of the historical background, present status and 
future plans of this ambitious organization. Be- 
cause of the strategic importance of Israel in the 
Middle East, these matters should be of interest to 
everyone. 

The medical program, initiated over forty years 
ago to extend direct assistance in the medical field, 
has been gradually reoriented in the direction of 
making Israel self-sustaining. The facilities are 
open to all irrespective of race or creed. There are 
in Israel 120,000 Moslems, 40,000 Christians and 
15,000 Druzes. 

A tragic and damaging blow was suffered in the 
loss to the Arabs of the Rothschild-Hadassah Uni- 
versity Hospital on Mount Scopus in Jerusalem at 
the close of the War of Liberation in 1948. Despite 
this serious handicap the basic medical services 
have already been largely rehabilitated and ambi- 
tious projects for the future are under way or in 
prospect. Some of the problems which had to be 
faced have required an almost superhuman effort. 
Certain tropical diseases are endemic and important 
segments of the population, retarded both econom- 
ically and culturally, present pressing public health 
problems. The immigration of hundreds of thou- 
sands of destitute individuals from all over Europe, 
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the Middle East and North Africa has further 
multiplied the burden. No serious breakdown of 
the organization has ever been reported. 

The new Hadassah-Hebrew University Medical 
Center, units of which are already in operation, 
will rise in a beautiful area eight kilometers west 
of Jerusalem known as Ein Karem. This site was 
chosen with a view to allowing for the future 
growth of the city and with careful attention to 
all-important military strategic considerations. The 
Rosensohm Outpatient Clinic and the Hadassah 
University Hospital, nine stories high, are presently 
functioning. The Henrietta Szold School of Nurs- 
ing and the Nurses’ Residence are under construc- 
tion. In addition there will be a maternal and new- 
born infant unit. The Medical School wing will 
accommodate for training 450 medical students, 
100 dental and 60 pharmacy students, and 25 can- 
didates for Ph.D. in the medical sciences. The site 
of the Medical Center covers 300 acres and the 
total cost will amount to some fourteen million 
dollars. A number of other excellent hospitals 
throughout Israel have been approved by the Med- 
ical School for undergraduate clinical teaching and 
for internship. 

We extend to Hadassah and the people of Israel 
our best wishes for success in these impressive com- 
munity and academic undertakings. 


THE BOSTON DISPENSARY 
REHABILITATION INSTITUTE 


Final approval has been given the Boston Dis- 
pensary plans for the million-dollar rehabilitation 
institute building at the New England Medical 
Center by the Department of Health, Education, 
and Welfare in Washington. It will be the first re- 
habilitation center in the country for the physically 
handicapped to be constructed under the Wolverton 
Amendment to the Hill-Burton Act. Massachusetts 
and Maine have allocated their Hill-Burton funds 
of $250,000 and $50,000 to the Dispensary. 

This special hospital will accommodate forty-six 
to fifty patients to live in and over one hundred 
outpatients daily. The Institute will be equipped 
with occupational and physical therapy training 
devices, such as pre-vocational workshops for office 
practice, printing and bench work, hydrotherapy 
equipment, children’s and adult functional exercise 
rooms, a practice kitchen, textile and weaving, 
painting, woodworking, photographic and ceramic 
rooms. 

The building will have four stories with class- 
rooms and conference rooms located on each floor. 
The first floor library-conference room has been 
designated as a memorial to the late Doctor Joseph 
H. Pratt, who began his medical career at the Med- 
teal Center in the Dispensary. 
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MEDICAL PRACTICE LOANS 

A year ago the Sears-Roebuck Foundation, in 
cooperation with the American Medical Associa- 
tion, made a grant of $125,000 for the establish- 
ment of a Revolving Assistance Fund. The pur- 
pose of this fund was to make loans to physicians 
desiring to establish or improve medical facilities 
in areas where the medical care is inadequate. It is 
the intention of the Foundation to continue to make 
this grant to the Revolving Fund each year. Evalu- 
ation of all applications is done by a Medical Advi- 
sory Board composed of prominent and highly 
qualified physicians appointed by the Trustees of 
the American Medical Association. 

In the short time the fund has been in existence, 
twenty-two loans have been made affecting thirty- 
three physicians from thirteen states. Loans ranged 
from $3,000 to $25,000, and total loans amount to 
$179,500. Loans have gone to general practitioners, 
specialists, partnerships, and medical groups. The 
sole criteria, besides medical proficiency, has been 
the need of the community for medical care. So 
the Revolving Fund may grow, all repayments, 
principal, and interest, go into the fund for future 
loans. There is no charge to this fund for admin- 
istration of the program. This is met by another 
Foundation grant. 

In 1956 it was necessary to have two cut-off dates 
in processing applications — April first and Octo- 
ber first. Applications received before April first 
are decided upon before June 15th. Applications 
received before October first shall be acted upon by 
December 15th. The Foundation is now accepting 
applications for the last half of 1956. 

Undoubtedly, there are many physicians that are 
not aware of this opportunity to improve existing 
facilities or to establish themselves in private prac- 
tice in rural or suburban areas. The April first cut- 
off date is ideal for graduating interns since loans 
are approved in June which is generally the time 
they graduate. The October cut-off date is ideal to 
aid those established physicians who have poor 
medical facilities and are now in a position to incur 
the responsibility of building or improving their 
medical units. 

This Revolving Assistance Fund has great poten- 
tial. It is growing now. The future of the fund, to 
be of service to the medical profession in the field 
of medical distribution, depends entirely on reach- 
ing and informing physicians of the existence of 
this fund. 

Inquiries should be directed to the Sears-Roe- 
buck Foundation, 3333 Arthington Street, Chicago, 
Illinois. 
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IT CAN HAPPEN 


Case Report Presented at a Clinico-Pathological Conference 
at Woonsocket Hospital 


FRANCIS J. KING, M.D., F.A.C.S., Visiting Surgeon, AND GEORGE A. KEEGAN, M.D., Assistant Surgeon 





a thirty-eight-year-old Para I, Gravida II 
was admitted 2/6/55 extremely ill. She had 
been operated on 12/26/54 after about three 
months’ amenorrhea, for what was thought to be a 
premature separation of the placenta with intra- 
uterine hemorrhage, causing severe pelvic pain for 
eight days and spotting for six weeks. The lower 
abdomen had swollen considerably the week prior 
to this operation. At operation, a distended bladder 
had been opened. After removing the urine with 
suction, an acutely retroverted uterus, about three 
months enlarged, was found. The uterus was 
brought out of the pelvis and the incision closed. 
Her post-operative recovery was complicated by 
persistence of the nausea, vomiting and spotting 
that she complained of previous to surgery. She 
was discharged 1/18/55 with symptoms persisting. 

She did quite well at home for two weeks with 
occasional nausea, but continued spotting. About 
five days before her present admission the mass in 
the lower abdomen seemed to be enlarging rapidly. 
She was catheterized on three occasions and 3-4 oz. 
of urine obtained. X rays taken before admittance 
showed a large mass without skeletal formation 
arising out of the true pelvis. An A-Z Test was 





REVENUE RULING ON REFRESHER 
COURSES 


The U.S. Internal Revenue Service has just is- 
sued a regulation which is important to physicians. 

Efforts over a long period of time by the A.M.A. 
Law Department to get the Internal Revenue 
Service to issue a regulation permitting physicians 
to deduct their expenditures in taking postgradu- 
ate “refresher” courses have finally paid off. 

The regulation, effective on August 9, provides 
that expenditures for education are deductible if 
they are for a “refresher” or similar type of course 
taken to maintain the skills directly and immedi- 
ately required by the physician in his employment 
or business. An educational course to be covered 
should be designed for established medical prac- 
titioners to help them keep abreast of current 
developments in the profession; it should be of 
short duration; it should not be taken on a con- 
tinuing basis, and should not carry academic credit. 
Education designed to prepare the practitioner to 
enter a specialty will not be acceptable. 

When a physician travels away from home pri- 
marily to obtain “refresher” education, his expend- 
itures for travel, meals, and lodging while away 
from home are deductible. However, expenses for 
personal activities such as sightseeing, social visit- 
ing or entertaining, or other recreation will NOT 
be allowed. 

SECRETARY'S LETTER, American 
Medical Association, July 18 











strongly positive. On 2/4/55 the pain in the pelvis 
became much more severe with increased nausea 
and vomiting, severe backache, edema of both 
extremities, decreased amount of urine and increas- 
ing hypertension. Since her discharge 1/18/55, she 
had gained 12 pounds. 

On examination, 2/7/55, she weighed 132 
pounds, was pale, apprehensive, edematous and 
dehydrated. A hard, tender mass filled the lower 
abdomen. Temperature 98°; pulse 140; respira- 
tions 32. Blood pressure 190/120. R.B.C. 3.27; 
W.B.C. 13.6. Hemoglobin 63%, polys. 83. Urine, 
4+ albumin, strongly positive for diacetic acid. 
N.P.N. 69.5. Na. 134.2. K 5.7. C1 108.2. Hemato- 
crit 41.5. The uterus was about the size of a 6% 
months pregnancy without fetal motion or heart 
beats. She had been having contractions every 50 
seconds, lasting 10 seconds, for two days. The cer- 
vix was one finger dilated and firm. She was stain- 
ing dark brownish but no pieces. Chest X ray— 
both lung bases were the sites of peribronchial 
densities with fluid in the left costophrenic sulcus. 
A diagnosis of probable hydatidiform mole was 
made. 

She was operated upon under G.O.E. endo- 
tracheal and a subtotal hysterectomy done as 
quickly as possible. She was given two pints of 
blood during and after the operation. 

The pathological diagnosis was hydatidiform 
mole, probably malignant (Herting’s Classifica- 
tion). Invasion of the myometrium with mitotic 
figures was found. 

Her post-operative recovery was a complicated 
process, necessitating close watching of her electro- 
lyte balance. Five days post-operatively, she be- 
came very confused, incoherent and restless, with 
rapid pulse and continued hypertension (180/110). 
She complained bitterly of headache and pain in 
her neck. Her blood chemistry and counts were 
fairly normal. The N.P.N. came down to 48.5. 
Cerebral metastasis was considered. 

Chest X ray 2/19/55 still showed fluid in the left 
base. 

She rapidly improved from her eighth post- 
operative day and was discharged 2/27/55. 

Examination 7/11/55. Patient weighed 100 
pounds on discharge from hospital ; now 121. Feels 
perfect. Symptom-free. Pelvic examination re- 
veals a small cervical stump with normal adnexae. 
Chest X ray normal. 
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DRAMAMINE’ IN VERTIGO 


Notes on the Diagnosis and Management of “Dizziness” 


IL False Dizziness 


2. Inability to Walk 
a Straight Line 


1. Romberg’s Sign 


The patient stands with his 
feet together and his eyes 
closed. Inability to maintain 
equilibrium may indicate lo- 
comotor ataxia or sclerosis of 
the posterior columns of the 
spinal cord (tabes dorsalis). 


False dizziness is a sensation of sinking or 
lightheadedness which is often of psycho- 
genic origin. It should be distinguished from 
true “dizziness” or vertigo! in which there is 
a definite whirling, moving sensation. 

Unsteadiness, lightheadedness and similar 
manifestations of false dizziness? may be psy- 
chogenic or the result of arteriosclerosis, hy- 
poglycemia, drug sensitivity and general 
metabolic disturbances such as anemia and 
malnutrition. Hypertension is often the cause 
of these symptoms. 

Psychogenic dizziness probably originates 
at the highest brain centers. It may be de- 
scribed as a sense of uncertainty with occa- 
sional mild lurching but not to the point of 
falling. In these patients there is no nausea, 
no disturbance of vestibular pathways and 
otologic and neurologic examinations are 
negative. The sensation is unaffected by head 
movement. Symptoms usually disappear? 
with complete rest. 


3. Inability to Stand on 
One Foot 


A patient’s inability to stand 
on one foot without lurching 
may be a helpful test in dis- 
tinguishing between “‘dizzi- 
ness” which is purely psycho- 
genic and that which is of 
organic origin. 


Dramamine® has been found highly 
effective in many of the conditions already 
mentioned. Maintenance therapy with Dra- 
mamine will often keep the patient from 
becoming incapacitated by his condition. 

Dramamine is also a standard for the man- 
agement of motion sickness and is useful for 
relief of nausea and vomiting of fenestration 
procedures and radiation sickness and for re- 
lief of “true dizziness” of other disorders. 

Dramamine (brand of dimenhydrinate) is 
supplied in tablets (50 mg.) and liquid (12.5 
mg. in each 4 cc.). G. D. Searle & Co., Re- 
search in the Service of Medicine. 


1, Swartout, R., III, and Gunther, K.: “Dizziness:” Vertigo 
and Syncope, GP 8:35 (Nov.) 1953. 


2. DeWeese, D. D.: Symposium: Medical Management of 
Dizziness. The Importance of Accurate Diagnosis, Tr. Am. 
Acad. Ophth. 58:694 (Sept.-Oct.) 1954. 


3. Kunkle, E. C.: Central Causes of Vertigo, J. South Caro- 


lina M. A. 50:161 (June) 1954. 
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ADVANCES IN THE DIAGNOSIS AND 
TREATMENT OF ADRENAL DISORDERS 
continued from page 437 

In all cases of hyperadrenocorticism (Cushing’s 
syndrome, adrenogenital syndrome and hyperaldos- 
teronism) X-ray examination of the kidney and 
adrenal areas should be carried out in an attempt to 
identify a tumor-mass. Tomograms in conjunction 
with an intravenous pyelogram have been most 
helpful while others prefer tomograms in conjunc- 
tion with presacral air insufflation. 

IV. Common Clinical Problems Related to 

Abnormalities in Adrenal Cortical Secretion 

1. Obesity. 

In a patient who presents obesity as the primary 
disturbance in physiological function one can elim- 
inate serious consideration of underlying adrenal 
cortical hyperfunction (Cushing’s syndrome) in 
the absence of striae, osteoporosis, hypertension, 
diabetes and oligo- or amenorrhea. In the presence 
of one or more of the above abnormalities the uri- 
nary excretion of 17-hydroxycorticoids should be 
studied and the response to a standard ACTH test 
determined, 

2. Hirsutism. 

A common clinical problem is hirsutism. In tak- 
ing the history one attempts to obtain some idea as 
to the familial prevalence of this disorder. Recent 
increase in hair growth is of much more diagnostic 
significance than is a long-sustained unaltered rate 
of hair growth. The presence of oligo or amenor- 


Doctor George W. Thorn, fifteenth Charles V. Chapin 
orator, receives the medal of the City of Providence from 
Doctor Hilary J. Connor, superintendent of Chapin Hos- 
pital, as Doctor Frank B. Cutts, president of the Rhode 
Island Medical Society, watches the presentation. 
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rhea and evidence of virilism, including enlarge- 
ment of the clitoris, may call attention to the possi- 
bility of hyperadrenocorticism. Under such cir- 
cumstances, study of the urinary 17-ketosteroid 
excretion with ACTH stimulation and with fluoro- 
hydrocortisone inhibition should provide definitive 
evidence of significant adrenal aberration. 

3. Oligomenorrhea. 

In a patient presenting oligomenorrhea or ame- 
norrhea one considers first the uterus, secondly the 
ovary, thirdly the pituitary and fourth, the adrenal 
as sources of pathological abnormalities. In the 
absence of definitive uterine or ovarian pathology, 
one should evaluate pituitary and adrenal function. 
In the presence of hirsutism or virilism one should 
consider adrenal cortical tumor or hyperplasia. 
Under these circumstances one may also encounter 
Stein-Leventhal syndrome (Figure 26). Whether 
or not this syndrome is secondary to adrenal hyper- 





FIGURE 26 
Stein-Leventhal Syndrome 

I, CLInIcAL 

1. Infertility 

2. Amenorrhea 

3. Hirsutism 

4. Obesity 
II. PATHOLOGICAL 

1. Large Ovaries 

2. Thick Tunica Albuginea 

3. Hyperplasia of Theca Interna with Luteinization 

4. Follicular Cysts 





function cannot be stated, but that it may be 
associated with adrenogenital syndrome and Cush- 
ing’s syndrome is well documented. Conversely, 
in any patient presenting Stein-Leventhal syn- 
drome careful study of adrenal function is defi- 
nitely indicated. The presence of an elevated 17- 
ketosteroid level may give a clue to at least a con- 
tributing factor to the ovarian hypofunction (Fig- 
ure 27). 

In patients with oligomenorrhea or amenorrhea 
with lack of hair, with thin skin and hypotension 
and hypometabolism one would consider pituitary 
insufficiency. The diagnosis of this can readily be 
established with baseline values of 17-ketosteroids, 
17-hydroxycorticoids (both low) and a delayed re- 
sponse to ACTH as illustrated in Figure 9. Finally 
oligomenorrhea is occasionally observed in patients 
with hypothyroidism and this should be considered 
in the differential diagnosis of endocrine abnormal- 
ities responsible for abnormalities in menstruation. 


V. Pheochromocytoma 
Although pheochromocytoma is a rare cause of 
hypertension, it must be considered since it is, if 
diagnosed early, remediable. Patients who present 
one or more of the classical signs and symptomis of 
pheochromocytoma should be screened for evidence 
of a tumor. Pheochromocytoma characteristically 
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STEIN-LEVENTHAL SYNDROME 





ANTERIOR 
PITUITARY 
I 


EXCESS 
ANOROGENS 


ADRENAL 


CORTEX 
Xr 


EXCESS 
ANDROGENS 


|. LARGE, PALE OVARY 
2.THICK TUNICA ALBUGINEA 
3.FOLLICULAR CYSTS 
4.THECA-CELL HYPERPLASIA 


FIGURE 27 


A Schema illustrating 2 pathways through which an 
excess of Adrenal Androgens could influence the ovaries 
in patient with Adrenal Virilism whose ovaries show 
the characteristic changes of the Stein-Leventhal Syn- 
drome. 





presents itself as episodes of paroxysmal hyperten- 
sion (Figure 28). However, in long-standing cases 
persistent hypertension may be observed with or 
without superimposed bouts of marked elevation of 
blood pressure due to the abnormal secretions of a 





FIGURE 28 
Pheochromocytoma — Clinical Picture 
1. PAROXYSMAL HyperRTENSIVE SYNDROME (approximately 
one third of cases) CHARACTERIZED BY: 
(a.) Increasing frequency of episodes 
(b.) Palpitation 
(c.) Headache 
(d.) Anxiety 
*(e.) Sweating 
({.) Vasomotor changes (flushing, pallor, cyanosis) 
(g.) Weight loss 
(h.) Glycosuria 
2. PERSISTENT HYPERTENSIVE SYNDROME (may be indis- 
tinguishable from essential or malignant hyperten- 
sion) 
3. Meraso_ic SYNDROME (may mimic hyperthyroidism) 


*Check presence of latent tuberculosis. Check gastric secretion 





pheochromocytoma. In general, pheochromocy- 
tomas secrete predominantly nor-epinephrine. In 
addition to the X-ray examination of the adrenal 
area, specific diagnostic procedures, including the 
response to regitine and the measurement of cate- 
chol amines in the urine or in the blood, are avail- 
able (Figure 30). An illustration of the values 
observed in a patient with multiple pheochromocy- 
toma is presented in Figure 29. 

Other remediable causes of hypertension are 
summarized in Figure 30 and should be kept in 
mind liecause of the possible therapeutic benefit 
which can be obtained if diagnosis is made early. 
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With hypertension and diabetes or osteoporosis or 
striae, one would screen the patient for early Cush- 
ing’s syndrome. With hypertension and low serum 
potassium values with low urinary and salivary 
Na/K ratio (Figure 22) one would screen the 
patient for hyperaldosteronism. 





PLASMA LEVELS OF EPINEPHRINE AND NOREPINEPHRINE 
IN A PATIENT WITH PHEOCHROMOCYTOMA 
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FIGURE 29 

The plasma levels of Epinephrine and Norepinephrine 
in Micrograms per liter plasma before, during and fol- 
lowing surgery, in a 16-year-old girl with Hypertension 
who was found to have 3 Paragangliomas. 
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FIGURE 30 
Curable Causes of Hypertension 
. UNILATERAL RENAL DISEASE 
. COARCTATION OF THE AORTA 
. PHEOCHROMOCYTOMA 
. ADRENAL CortTICAL HYPERFUNCTION 
. Brain Tumor 





VI. Suggestions for the Physician Considering 
the Pharmacological Use of Cortisone 
and Its Derivatives 

The intense and specific physiological effects 
mediated by the adrenal steroids have stimulated 
their use in many types of systemic diseases. Be- 
fore undertaking adrenal hormone therapy, the 
physician should give careful considerations to the 
advantages and disadvantages of such a procedure 
(Figure 31). Since in almost all instances corti- 
sone or one of its derivatives will be employed, one 
anticipates that the administration of pharmaco- 
logical quantities of these steroids will. produce 
some degree of Cushing’s-like syndrome and one 
anticipates depression of endogenous pituitary 
adrenal cortical secretion. Contraindications to the 
use of large doses of cortisone and its derivatives 
include a history of peptic ulcer, the presence of 
osteoporosis, tuberculosis or hypertension. The 
emotional status of the patient should be carefully 
evaluated and the psychological response to corti- 
sone should be followed closely during the initiation 
of therapy. 

If the disorder to be treated can be effectively 


aided by cortisone given for a relatively short pe- 
continued on next page 
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riod of time then many of the above contraindica- 
tions need not be heeded. If, on the other hand, 
it is apparent that long-continued therapy at rela- 
tively high levels will be required, the above con- 
siderations demand very close scrutiny. 

If the patient’s systemic disorder is seriously 
disabling and if there is no other effective therapy 
available or if other types of therapy have failed or 
become ineffective, then the administration of corti- 
sone, provided it accomplishes relief of pain or 
increases rehabilitation, is justified. 





FIGURE 31 
Considerations in the Use of Corticosteroids 
in Pharmacologic Doses 
. How Serious Is THE DisorDER? 
. How LonG wiLt THERAPY BE NECESSARY? 
. WHAT Is THE USUAL DosSAGE REQUIRED — 
(a.) to suppress signs and symptoms ? 
(b.) to achieve significant improvement ? 
. Is THE PATIENT PREDISPOSED TO COMPLICATIONS ? 
(a.) Cardiac status and blood pressure 
(b.) Gastric secretion 
(c.) Bone structure 
(d.) Diabetes 
(e.) Tuberculosis 
(f.) Psychologic make-up 
. WuHIcH PREPARATION Is BEsT? 
(a.) ACTH (long-acting im. or i.v.) 
(b.) Cortisone and Hydrocortisone (oral, i.m., local 
or iv.) 
(c.) Meticorten 
(d.) Fluorohydrocortisone 
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If the dose of hormone can be reduced over a 
period of time to a level of 37.5 mg. equivalent of 
cortisone, one need not consider undesirable side 
effects since this level of hormone therapy corre- 
sponds closely to the amount secreted by most nor- 
mal individuals. Under circumstances in which the 
need for cortisone appears to be life-saving, one 
may give the hormone in the presence of tuberculo- 
sis provided antibiotic therapy is simultaneously 
administered, i.e., isoniazid and streptomycin. In 
the presence of peptic ulcer or gastrointestinal 
bleeding cortisone therapy may be continued with 
an ulcer diet and adequate antacid therapy. 

When large doses of cortisone are required, 
preparations such as prednisone may be used ad- 
vantageously because of its minimal salt-retaining 
effect. In practical clinical experience there is little 
difference between the undesirable side effects 
(other than salt retention ) produced by prednisone 
in therapeutic doses comparable to cortisone or 
hydrocortisone. 

With care and thought, the adrenal steroids pre- 
sent unusual and often effective pharmacological 
effects in a wide variety of disorders. Their clinical 
use will require considerable professional skill and 
judgment. In using these hormones there is no 
substitute for careful thought prior to their appli- 
cation, and careful clinical observation during their 
administration ! 


VIl. SUMMARY 


Increased knowledge of the nature of the secre- 
tory processes of the adrenal cortex has permitted 
the standardization of definitive, diagnostic pro- 
cedures. The availability of steroid hormones and 
ACTH has permitted effective therapy of specific, 
adrenal disorders and has provided in addition 
important pharmacologic agents in a wide group 
of systemic disorders. A heavy responsibility rests 
on the physician to ensure that proper caution is 
employed in the clinical use of these powerful 


agents. 
concluded on page 470 








E. P. ANTHONY, INC. 


Druggists 


Wilbur E. Johnston Raymond E. Johnston 





178 ANGELL STREET 
PROVIDENCE, R. lI. 
GAspee 1-2512 














AUGUST, 1956 


WHAT IS THE DIFFERENCE 
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AND A SEDATIVE? 


Comparison of the effect of Raudixin (tranquilizer) and a 
barbiturate (sedative) on the cortical electroencephalogram 


After Raudixin. E. E.G. not altered. 


After barbiturate. Typical. “spindling” effect. 
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DISTRICT MEDICAL SOCIETY MEETINGS 





NEWPORT COUNTY MEDICAL SOCIETY 

At a meeting of the Newport County Medical 
Society, held at the Hotel Viking on May 23, 1956, 
Doctor John M. Malone, president, presided. 

The minutes of the last meeting were read and 
approved. 

The application of Doctor Andre Saposchkov 
was received and referred to the censors. 

Doctor Adelson reported on the latest meeting of 
the Council of the Rhode Island Medical Society 
and Doctor Brownell reported for the Delegates. 

Doctor Dotterer raised the question of the list- 
ing of specialties in the telephone directory. Doctor 
Brownell clarified the stand of the House of Dele- 
gates and stated that among other things we are 
autonomous in this respect. Doctor Ciarla made a 
motion that individual doctors be allowed to list 
their specialty in the telephone directory if they 
so desire, but this was defeated by hand vote. 
Doctor Ciarla then made a motion that the secre- 
tary write a letter regarding this decision to the 
Fall River Medical Society, to the New England 
Telephone Directory and to the Providence 
Medical Association. 

There was an extended discussion regarding an 
article which had appeared in the DaiLty News 
regarding the treatment of a patient with hyper- 
active thyroid by radioiodine. This was considered 
poor publicity. Doctor Malone-explained that this 
was apparently due to a fund raising campaign for 
the Truesdale Hospital. Doctor Adelson made a 
motion that the editor of the Dairy NEws be con- 
tacted and that he be requested to retract the article 
and that space be given for a correct statement of 
the facts. This was seconded by Doctor Ciarla and 
carried. 

Doctor Logler made a motion to inform Doctor 
Charles L. Farrell of the State Medical Society 
that the Newport County Medical Society is vitally 
interested in the facilities at Wallum Lake despite 
the fact that the committee. formed to investigate 
them did not include anyone from Newport County. 
This was seconded by Doctor Serbst and carried. 

Doctor Ciarla questioned the fact that the stu- 
dent nurses were given polio shots despite the fact 
that he knew one of them to be over nineteen years 
of age. Doctor Serbst clarified this situation stat- 
ing that the State Committee controlling the dis- 
tribution of the Salk Vaccine had sent letters to all 


of the hospitals requesting a list of those most apt 
to be in contact with these patients and it had been 
decided by the State Committee that all student 
nurses would be given these shots. Only two in 
Newport were over nineteen, and these were given 
specific permission for the shots. 

The speaker of the evening was Doctor Patrick 
O’ Mahoney, a practicing psychiatrist in Providence 
and also psychiatrist in charge of the Mental Defec- 
tive Division of the State Mental Hygiene Depart- 
ment. He spoke on Popular Misconceptions in 
Psychiatry. He reviewed the development in psy- 
chiatry and the advances over the past two hundred 
years and gave an interesting and informative 
report of the present state of psychiatry along with 
some advice on the counseling of patients by the 
general practitioner. 

The meeting was adjourned at 9:35 P.M. 

Respectfully submitted, 
Donavp B. FLETCHER, M.D., Secretary 


WASHINGTON COUNTY 
MEDICAL SOCIETY 

The quarterly meeting of the Washington 
County Medical Society was held at the Nurses’ 
Home at Westerly Hospital, Westerly, Rhode 
Island, on April 11, 1956. The meeting was opened 
by the president, Doctor Martin O’Brien, at 11:30 
A.M. The minutes of the previous meeting were 
read and accepted. 

The communications received since the last meet- 
ing were read: 

An application from Doctor Z. T. Tang in letter 
form was read. 

A letter from the executive secretary of the 
Rhode Island Medical Society was received witha 
copy of the authorization of the town of South 
Kingstown to enact ordinances regulating health 
and sanitary conditions. 

The other communications which were of inter- 
est to the society were excerpts of the public laws 
relating to the medical practice in Rhode Island. 

Doctor Agnelli commented concerning the lack 
of interest of physicians in the legislative bills. He 
said there had been little discussion in the society 
concerning legislation. Often bills were passed 
without any discussion or opinions from physicians. 
These laws should be discussed at the “grass-root” 


level, which is the county medical society. He felt 
continued on page 454 
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continued from page 452 
that our society was more business than medical, 
and that we should take an active interest. A com- 
mittee should be formed perhaps to attend the open 
hearings on bills of interest and express opinions of 
the society. 

Doctor Morone pointed out that the only hear- 
ing that he could remember which aroused interest 
among the physicians was the proposed basic 
science law amendments. The interest of the 
doctors at that time helped defeat the bill. 

Doctor Morone moved that the president be 
impowered to appoint Doctor Agnelli to be a com- 
mittee of one to bring to the next meeting a con- 
crete resolution about a legislative committee and a 
report of standing committees. 

Dr. Nathans informed the Society that the 
library will be equipped with better lights and 
amplifying system. He said that representation of 
various committees depended almost entirely on 
the local interest of the medical men and the doc- 
tors interest in those committees studies. 

Doctor Nathans also reported that the Medical 
Defense and Grievance Committee will, in the 
future, be an elected committee consisting of twelve 
members — one from each society. The members 
of this committee will review all complaints of 
physicians referred to them, and can require any 
member to appear before the Medical Society. The 
Committee can prefer charges against members if 
circumstances necessitate it. The committee will 
also study cases of malpractice, if requested to do 
so by the doctor involved. Doctor Nathans men- 
tioned in passing that a collecting agency known as 
The Professional Mens’ Association was being 
formed in Rhode Island. The Rhode Island Med- 
ical Council felt that they should not approve any 
one agency. The resolution concerning automobile 
speed control, presented by Doctor Nestor, was 
brought up and was referred to the highway com- 
mission. 

NEW BUSINESS: Doctor Nathans felt that 
Doctor Tang, whose application was read under 
communications, would be a good addition to the 
Society and his membership in the Society should 
be approved at once, so his practice and medical 
coverage for other doctors would be more secure. 

Doctor Nathans moved and Doctor Morone sec- 
onded that Doctor Tang be accepted as a member 
of the Washington County Medical Society, sub- 
ject to the approval of the Board of Censors and 
proper filling out of the necessary application for 
membership. This was passed. 

SCIENTIFIC PORTION OF MEETING: 
Following the business of the Society, Doctor 
Leland Jones, of Providence, Rhode Island was 
presented to the Society. 
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He gave an interesting talk on various disorders 
of the chest. Certain aspects in the diagnosis and 
treatinent of spontaneous pneumothorax, esopha- 
geal and pharyngeal diverticuli, chest trauma., 
atelectasis, were presented. Cardiac abnormalities 
were discussed and illustrated by colored slides 
and x-rays. 

Upon motion of Doctor Capalbo, and second of 
Doctor Henry, the meeting was adjourned at ten 
minutes past twelve. 


Respectfully submitted, 
IkLMER T. GALE, M.D., Secretary-Treasurer 





CORRELATION OF PUBLIC AND PRIVATE 
AGENCIES SERVING MENTAL HEALTH NEEDS 
continued from page 439 
organization planning and operation, we can exer- 
cise sufficient control to make sure that the in- 
dividual variations are not made at a sacrifice of 

quality of professional service. 

A relevant example is the policy of charges for 
services from the clinic and eligibility for admis- 
sion. This is decided by the local community com- 
mittee and is often worked out by the medical 
group through their liaison member. We have 
variations from no charge to anyone to $10.00 per 
visit as a maximum fee. All accept as free patients, 
those unable to pay. 

In some communities the clinics give much psy- 
chotherapy as no other therapists are available in 
the area. In other clinics, cases requiring treat- 
ment are referred to private physicians or clinics 
if money and time are available. 

In all clinics the physical examinations are done 
by the family physicians and reported on forms 
developed and approved by the state medical soci- 
ety and the Massachusetts School Health Council 
(the Commissioners of Education, Mental Health 
and Public Health). 


Hospitalization 

Some patients will need hospitalization for 
proper treatment. 

At the community level a psychiatric unit in the 
local general hospital can provide this service. 
Many patients may be promptly and effectively 
treated by the psychiatrist and the family physi- 
cian in such units. 

Some patients will require the more specialized 
resources of a private or public mental hospital. 
These will be operated by agencies serving several 
communities, but the hospital board of visitors 
should have citizen representatives who take an 
active interest in the welfare of the patients. Other 
citizens should serve as volunteers to either the 
gener! or the mental hospital to improve the pa- 
tent cire and to be informed of the problems in- 
Volve:' in treating sick people. 

concluded on next page 
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thanks to a new State law effective 
July 1, 1956. It's a fine new oppor 
tunity to provide for your children’s 
future needs by giving them good 
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Briefly and generally: any adult 
can now give securities to a minor 
without all the red tape formerly 
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recognized standards of prudence 
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Rehabilitation 


When the patient recovers, the rehabilitation 
services, to be effective, must function at the com- 
munity level, whether administered by the local 
community or the hospital. The reintegration of 
the convalescent patient into his family, his job 
and the social life of his community may determine 
the progress of the case. The participation of his 
friends in this rehabilitation program and the ac- 
ceptance of him into his job can be done success- 
fully at the community level, and cannot be done 
by outside agencies. 

One can take it as an axiom that the nearer to 
the family a competent service functions, the more 
effective it will be. 





MEDICAL REHABILITATION 
IN A GENERAL HOSPITAL 


continued from page 442 


old worker in a paper mill, was caught in the ma- 
chinery on August 10, 1954, his right arm being 
drawn into the drying rollers with a crush and 
burn from fingers to axilla. His injury was treated 
at a local hospital and he was discharged at the end 
of six weeks with satisfactory healing of the skin, 
but with limitation of function, 
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Two months after injury, he was referred to the 
Rehabilitation Clinic where examination revealed 
that he had a 55° flexion contracture of his elbow, 
with further flexion to 105°. There were also con- 
tractures of the interphalangeal joints of his fingers 
and of his thumb. 

Treatment was started consisting of whirlpool 
bath, which was done in the Physical Medicine De- 
partment of the Massachusetts General Hospital, 
and active exercises plus occupational therapy 
which were done in the clinic. 

At the end of one month of daily treatment, he 
had a 20° increase of elbow motion. At the end of 
two more months, measurements revealed he lacked 
about 28° of elbow extension and 10° of flexion, 
with improving range of motion of fingers, al- 
though he still lacked two inches of completing a 
fist. 

After three months, treatment was increased to 
include work therapy in the hospital store. There, 
his improvement continued with more active use of 
the hand. At the end of four months of this treat- 
ment, measurements revealed a 28-pound grip as 
compared with 40 pounds, and he had ability to lift 
40-pound barbells. His range of elbow and finger 
motions were nearly complete, and he had a full 
working day tolerance in the store. He was then 
discharged from the clinic directly to his former 
job. 

This case illustrates the value of starting physi- 


cal medicine treatments at an early date, and also 
the importance of giving a treatment program 
which was progressive in nature, and working up 
to a full eight-hour work day tolerance. 

I.J. $279 (Second case). This thirty-eight-year- 
old automotive machinist was referred to our clinic 


in June, 1952, three years after an injury at work 
when he strained his back lifting a heavy weight. 
A diagnosis of a ruptured disc was made, and he 
was operated on in August of 1949, two months 
after the the original injury. Post-operatively he 
continued to complain of pain, and a repeat myelo- 
gram was done and another disc removed in Sep- 
tember, 1950. At this time a spinal fusion was 
performed. He had to be in bed six weeks after 
this surgical procedure, and then wore a back brace. 
He was not made free of symptoms following the 
surgery, and he continued to receive some physical 
therapy at his own request during the next two 
years, up until the time of his referral to our clinic. 

On first examination he was found to still be 
wearing a jacket for support, had numerous com- 
plaints referable to his back, but did have relief of 
his sciatic pain. 

Our treatment program consisted of graded ex- 
ercises starting very simply and gradually increas- 
ing to strenuous resistance exercises. He also was 


treated in the occupational therapy section, where 
continued on page 458 
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MEDICAL REHABILITATION 
IN A GENERAL HOSPITAL 
continued from page 456 
at the end of a month he was able to work a maxi- 
mum of one hour and a half, with rest periods. 

His progress was steadily upward, but he did 
have periods and days of return of pain, for which 
he required persistent encouragement. In physical 
therapy his maximum exercise load, when started 
in resistance exercises for his back in August, was 
15 pounds. In two months’ time he was able to 
increase this to 45 pounds. During the same period 
of time, he increased his work tolerance in occupa- 
tional therapy. 

To further step up his treatment program, he 
was referred to the hospital Instrument Shop 
where he would have more work-like surroundings, 
hoping that he would become seriously interested 
in vocational placement. In the beginning he com- 
plained a good deal of the same old discomforts of 
his back, but he became very much interested in 
the work there, and finally in November he had 
improved to the extent that he was able to take on 
a part-time paying job, as they felt that he was an 
excellent craftsman. This was done, although at 
the time there was no job budgeted for him. He 
began at three hours a day and was gradually able 
to increase this over the following two months. 
He was finally discharged from our clinic upon 
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receiving part-time employment, and has been able 
to continue at his work at the hospital, finally be- 
coming a full-time employee—which job he holds 
at the present time. 

This is a case of late rehabilitation after three 
years of disability. 


W.N. #1158 (Fourth case). The final case rep- 
resents rehabilitation of a static condition. 

This thirty-nine-year-old man was taken ill at 
the age of sixteen, with bone and joint tuberculosis, 
and was treated in a State Sanitorium for three 
years. He had out-patient follow-up care until 
1952, at which time the disease was considered 
stationary, but he had never been able to work and 
was placed on disability assistance on Public Wel- 
fare. 

He was referred to this clinic in May, 1955, for 
question of rehabilitation. His physical disability 
was ankylosis of his spine, left hip, left knee, and 
limited motion in the right hip and knee. Evalua- 
tion of his assets revealed that he was completely 
independent in the activities of daily living. His 
physical capacities were limited, but he showed 
ability to lift and carry 10 pounds, and was able 
to work from a high stool. He could walk with 
crutches long distances, and around the room with- 
out external aid. He could not, of course, do any 
other more difficult locomotive performances. 
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In occupational therapy it was found that he was 
good in fine fingering activities, also able to handle 
messages over the telephone very well and accu- 
rately. He was tried out in the hospital Instrument 
Shop where he had about average output. He was 
free from error, completely reliable and willing. 
He showed considerable interest and eagerness in 
his work. He seemed to learn well, and make good 
use of his new knowledge. His personality was 
described as pleasing, and he was accepted by the 
group, was always congenial and cooperative. 

Psychometric tests were done which revealed an 
1.Q. of 118, which is a bright, normal range. Social 
study indicated that his father was dead, his siblings 
out of the home, and that he was living alone with 
his mother in a protective environment. He showed 
not too much initiative, and it was felt that he would 
need considerable guidance in placement. He was 
accordingly referred to a vocational counselor, the 
director of ].O.B. program, who noted his excellent 
hand to eye coordination and dexterity. He was 
accordingly placed in an electronics company sitting 
ona high stool and using an angle binocular micro- 
scope. He started work in August, 1955 at a rate 
of 80 cents an hour ; since that time he has improved 
to such an extent that he is now receiving $1.25 an 
hour. Follow-up visits indicate that he is well re- 


AUGUST, 


459 


ceived, and doing well in spite of a severe handicap 
physically. 


CONCLUSION 


In conclusion, I would like to again allude briefly 
to definitions. In the past, vocational rehabilitation 
of people with static conditions has been the whole 
of rehabilitation. At the present time, medical re- 
habilitation is often spoken of as the third phase of 
medical care of the patient. 

The first is, diagnosis of the acute condition ; the 
second, definitive medical and surgical treatment ; 
and thirdly, the phase of rehabilitation where many 
of these activities I have described go on. 

In looking to the future, I would like to place 
before you a goal, that of “Dynamic Medical Re- 
habilitation.” By this, I mean not dividing the 
treatment of a patient into stages, but taking an 
over-all approach from the beginning. That is, 
developing the attitude that every practicing physi- 
cian has a duty from the onset of an illness or in- 
jury, to see that the patient has made available to 
him, as needed, all the paramedical services de- 
scribed under rehabilitation. If the physician is 
oriented in this concept, he will see to it that at the 
earliest possible date, consultation is secured, if 


necessary, to determine goals and to expedite the 
concluded on page 470 
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ANNUAL REPORTS OF COMMITTEES — 1955 -56 


THE RHODE ISLAND MEDICAL SOCIETY 





AIR POLLUTION 

In October, 1955, this Committee learned that 
several communities in Rhode Island were consid- 
ering the enactment of legislation concerning the 
problem of air pollution and letters were sent to 
these communities to the effect that the Rhode 
Island Medical Society supported and urged legis- 
lation along these lines. This bore fruit and re- 
ceived favorable comment from the press. The 
purpose behind this action was to acquaint both 
municipal officials and the public in general that 
the physicians of this state, not only commend leg- 
islation enacted to protect the general health of the 
population, but highly urge that all communities 
interest themselves in this sphere of activity. 

It was called to our attention that the United 
States Public Health Service made several grants 
to various institutions throughout the country, 
starting a program of research into air pollution 
problems. Among these grants was one to the 
Detroit Health Department for a “Comprehensive 
study of the effects of air pollution on health” ; 
another to the Harvard School of Public Health on 
the “Physiologic response of animals and human 
subjects to atmospheric pollutants”; and another 
to the University of California for “Studies on 
particulate air pollutants resulting from combus- 
tion.” We felt that it might be of benefit to us to 
correspond with these researchists so that we could 
have the benefits of their observations and studies. 
We received replies from the Detroit Health De- 
partment and the University of California and both 
these agencies will keep our committee notified of 
their work as it progresses and when it is reported. 

During the past year the PROVIDENCE JOURNAL 
was commended for its splendid editorial on Air 
Pollution. During this time a letter was sent to the 
Town of East Providence asking for a copy of their 
ordinances for our records and this was promptly 
received. 

In summing up the activity for the year 1955, we 
have kept in mind that the major scope of this com- 
mittee is to urge and give moral support to legisla- 
tion along the lines of air pollution. This problem 
is one of increasing importance, not only because of 
the interest it creates particularly with the question 
of smog and industrial pollutions, but its impor- 


tance is more manifest now since we must consider 
radiation fallout as a very real problem in the gen- 
eral health and welfare of our communities. It has 
been gratifying to know that the physicians in gen- 
eral in this state are keenly interested in the prob- 
lem of air pollution. 

Respectfully submitted, 

F. B. AGNELLI, M.D., Chairman 

Air Pollution Abatement Committee 
CLARENCE E. Birp, M.p., Epwarp S. CAMERON, 
M.D., RALPH DILEONE, M.D., RAYMOND T. STEv- 
ENS, M.D., ADRIEN G. TETREAULT, M.D. 


BLOOD BANK 


The Blood Bank Committee of the Rhode Island 
Medical Society is planning a blood bank panel and 
telephone service to which participating banks 
would report morning and afternoon the amounts 
and types of blood each has available for possible 
exchange. Any bank in the program could thereby 
learn of the location of blood desired by a single 
phone call and this would greatly expedite blood 
procurement problems. 

We are attempting to establish uniform proce- 
dures for the screening of donors and the collection 
and storage of blood. Questionnaires reviewing 
procedures have been sent to all blood banks. 

We plan to initiate the program soon through the 
offices of the medical society telephone exchange. 
At a later date it may be established in the central 
office of the Rhode Island Hospital Association. 


Respectfully submitted, 

HERBERT FANGER, M.D., Chairman 

Blood Bank Committee 
MAuvRICE ADELMAN, M.D., JACOB DYCKMAN, M.D, 
LeRoy W. FALKINBURG, M.D., WILLIAM FREE- 
MAN, M.D., SAMUEL NATHANS, M.D., GARY P. 
PAPARO, M.D., RALPH D. RICHARDSON, M.D., JACK 
SAVRAN, M.D., HENRY J. TWEDDELL, M.D. 


CHILD AND SCHOOL HEALTH RELATIONS 


Over the past year, at the request of the Provi- 
dence School Committee, the Child-School Health 
Relations Committee has met with and are con- 
tinuing to meet with administrative officers of the 
Providence Public School System to discuss school 


health policies. Changes were recommended in 
continued on page 462 
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continued from page 460 

regard to a medical director, a better utilization of 
school physicians and an increased stipend for doc- 
tors. We feel that it is most important that there 
be a change in the basic philosophy of school health 
care with the family physician taking a greater part 
in the care of the school child. Doctor Shields, in 
his report last year, stressed this last point quite 
succinctly. “The family is entirely responsible for 
medical care and supervision of children. The fam- 
ily physician should have the primary role in caring 
for the school children.” To further implement 
our aims we have met with Doctor Donald E. 
Dukelow, a consultant with the Bureau of Health 
Education of the American Medical Association 
who outlined plans our committee might use in the 
future. 

Because the chairman and some members of the 
Child-School Health Relations Committee are also 
chairman and members of the State Poliomyelitis 
Advisory Committee there has been some over- 
lapping of interests in these committees. It seems 
redundant to say, at this time, that there has been 
activity in this field. The views of the Child-School 
Health Relations Committee have been conveyed to 
the polio advisory group and whatever recommen- 
dations they have made have been received kindly 
by that committee. It should be stressed, however, 
that the many decisions made over the past months 
regarding polio distributions should not be attrib- 
uted to the Child-School Health Relations Com- 
mittee. 

The chairman of this committee has met with 
state and federal officials in preliminary discussions 
in reference to the care of mentally retarded chil- 
dren in Rhode Island. 

The committee has discussed the possibility of 
establishing a poison registry in Rhode Island, but 
because of the proximity of Boston’s registry it was 
decided to content ourselves with publicizing the 
telephone number of the Boston registry in the 
RuHopE IsLAnD MepicaL JouRNAL and with the 
Providence Medical Bureau. 

The Committee suggests that in the future con- 
sideration might be given to: 

1. An accident prevention program possibly in 
conjunction with the American Academy of 
Pediatrics. Some discussion, in fact, has been 
carried on but this is in a preliminary phase. 

. Initiation of a series of lectures or talks by 
physicians to school teachers who might obtain 
credits for such a program. This is in line 
with the recommendations of the president of 
the medical society at the beginning of the 
year. 

. Further making the committee available to 
school departments for consultation on school 
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health problems. 


Respectfully submitted, 


Joun T. Barrett, M.D., Chairman 
Child-School Health Relations Committee 


Lewis ABRAMSON, M.D., RUTH APPLETON, M.D., 
ReuBEN C. BaTEs, M.D., WILLIAM P. BUFFUM, 
u.v., OscaR Z. DASHEF, M.D., HERMAN B. Marks, 
w.v., BETTY B. MATHIEU, M.D., AMy E. RUSSELL, 
u.p., WILLIAM P. SHIELDS, M.D. 


DIABETES 


The Diabetes Detection Drive was held the week 
of November 13-19, 1955. 11,786 urines were 
checked throughout the state. A breakdown of this 
isas follows: Private Physicians, 1,977 ; Newport 
Diabetes Fair, 85; Providence Diabetes Fair, 84; 
Hospitals, 203 ; Industrial Clinics, 4,116; Schools, 
4418: Private Laboratories, 261; Miscellane- 
ous, 642. 

Of the 11,786 urines checked, 77 were reported 
as positive. To date, we have received only 19 fol- 
low-up reports from family physicians ; 17 of which 
reported normal blood sugars, and 2 were reported 
as newly discovered diabetics. 

We received, free of charge, 15,000 Clinitest 
Tablets and enough Galatest to make 15,000 tests. 
The Rhode Island Medical Society purchased 
25,000 St. Louis Dreypaks. All the Dreypaks that 
were returned, were processed by Mr. William 
Hagan of the Rhode Island Department of Health. 

Both Providence and Newport had Diabetes 
Fairs. Dr. Edward Zamil was in charge of the Fair 
in Newport. They had over 300 participants. They 
did 191 blood sugar tests and 85 urine examina- 
tions. 15 of these tests were positive, but it has not 
been determined whether or not the patients were 
known diabetics or newly discovered diabetics. 
They also took 128 chest X rays. In Providence, 
the Diabetes Fair was held at the Miriam Hospital. 
There were over 400 registrants ; 358 blood sugars 
were done by the Clinitron method ; 84 urines were 
checked. Total number of chest X rays taken was 
381. Members of the Committee on Diabetes were 
present throughout the day to answer questions. 
Besides the free blood sugar tests, urine analyses 
and chest X rays, there were movies on diabetes 
with question and answer periods; meal planning 
Instruction; and several other exhibits. At the 
Fair, the Women’s Auxiliary of the R. I. Medical 
Society staffed the registration booth, checked 
tegistrants at the Clinitron, assisted in recording 
results of tests of blood and urine specimens, and 
served as guides. We are very grateful to Dr. 
Herbert Scheffer for permitting us to use the audi- 
fortum at the Miriam Hospital for our Fair. It was 


most adequate. Members of the Women’s Associa- 
continued on next page 
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tion of the Miriam Hospital were also a great help 
to us. 

Participants in the Diabetes Detection Drive 
were: Rhode Island Medical Society ; R. I. League 
for Nursing; R. I. Association of Industrial 
Nurses; R. I. Association of Clinical Laboratories ; 
R. I. Chiropody Society; Women’s Auxiliary of 
the R. I. Medical Society; R. I. Department of 
Education ; R. I. Dietetic Association; R. I. Home 
Economics Association ; R. I. College of Pharmacy 
and R. I. Pharmaceutical Association; R. I. State 
Nursing Association; R. I. State Department of 
Health; Public Health Nursing; Public Health 
Education; R. I. State Department of Health — 
T.B. Control. 

The Committee wishes to express its sincere 
thanks to Mr. John E. Farrell, Executive Secretary 
of the R. I. Medical Society ; Dr. Edward McLaugh- 
lin, Director of the Department of Health; Mr. 
George Kenney of the Health Education Division ; 
and to each and every individual who helped make 
our drive a success. 

Dr. Amy Russell again did a splendid job in the 
East Providence Schools; Dr. E. Zamil and his 
Committee did an excellent job in Newport, and 
Dr. Saul A. Wittes also deserves special mention. 

The following individuals and their organiza- 
tions contributed a good deal to the Drive. 

Our thanks to: Mrs. Rita Howland, R. I. League 
for Nursing ; Mr. Daniel Tramonti, R. I. Assoc. of 
Clinical Labs.; Dr. A. Joseph O’Rourke, R. I. 
Chiropody Society ; Mrs. Patrick A. Durkin, R. I. 
Medical Society, Auxiliary ; Mrs. Banice Feinberg, 
R. I. Medical Society, Auxiliary; Mr. Robert 
Danilowicz, R. I. Dept. of Education ; Mrs. Earl J. 
Sweeney, R. I. Dietetic Association ; Miss Gertrude 
A. Cooke, R. I. Dietetic Association; Miss Helen 
MacLean, R. I. Home Economics Assoc.; Dr. 
Monte Konicov, R. I. College of Pharmacy and 
R: I. Pharmaceutical Assoc.; Mary F. Neilan, 
R.N., R. I. State Nursing Association; Mary 
McLaughlin, R.N., R. I. State Dept. of Health; 
Dr. Edgar J. Staff, R. I. Dept. of Health, Labora- 
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tory; Harold E. Pearson, R. I. Dept. of Health, 
Laboratory ; Mr. William Hagan, R. I. Dept. of 
Health, Laboratory; Catherine O. Tracy, R.N., 
R. I. Dept. of Health ; Public Health Nursing ; Rita 
Murphy, R.N., R. I. Dept. of Health; Public 
Health Nursing; Florian G. Ruest, M.D., R. I, 
Dept. of Health; T.B. Control. 


Louts I. KRAMER, M.D., Chairman 


FEDERAL MEDICAL SERVICES 

Your committee has held only one formal meet- 
ing in late November, following the introduction of 
HR 7225 into the United States Senate. At that 
meeting the features of this legislation dealing with 
the Social Security Law with which American 
medicine was in accordance were discussed. It was 
agreed that following the hearings before the Sen- 
ate Committee a summation would be published in 
our state journal. Because of the voluminous litera- 
ture that has emanated from American Medical 
Association headquarters in Chicago, as well as 
other publications in support of American medicine 
in opposition to the changes in the Social Security 
Law, it became obviously unnecessary to print addi- 
tional data in our own journal. 

Your Committee with information supplied by 
American Medical Association headquarters and 
regional members of the A.M.A. Committee on 
National Legislation, participated in the general 
alert to our local senators and congressmen. 


Not only has our Society registered its official 
protest against this legislation both by telegram 
and personal letters, but many of the members have 
contacted our senators and congressmen. In addi- 
tion, many citizens outside the medical profession 
in Rhode Island have joined in support of our posi- 
tion by similar telegrams and letters. 


The Eisenhower administration has taken a 
clear-cut stand on the Social Security Bill, 
HR 7225. It approves extension of coverage, but 
opposes reduction of retirement age for women and 
payments for disability. The administration’s posi- 
tion was presented to the Senate Finance Commit- 
tee in March by Secretary Folsom of the Depart- 
ment of Health, Education, and Welfare. Mr. Fol- 
som said the American people “owe a large debt” to 
the committee for its decision to conduct extensive 
hearings. Last year on the House side there were 
no hearings prior to passage of the bill. 

Of the section in the bill lowering the retirement 
age for women from 65 to 62, Mr. Folsom noted 
that the cost would be about 400 million dollars the 
first full year and more than one billion dollars a 
year by 1970. The proposal has been considered 
carefully several times in the past twenty years, but 
“Congress always has concluded that any over-all 
values of a lower retirement age were outweighed 





AUGUST, 1956 


by the heavy cost.” And there has been a serious 
question as to the logic of a discrimination in retire- 
ment age between women and men. 

The administration also favors extending OASI 
coverage to such self-employed as lawyers, dentists, 
osteopaths, optometrists and veterinarians, and to 
military personnel and civil service employees. 

The proposals would increase the tax rate imme- 
diately by twenty-five per cent. The rate would go 
to 214% each on employees and employers, and to 
334% on the self-employed. By 1975, Mr. Folsom 
noted, the combined employee-employer rate would 
be 9% and the self-employed rate, 634 %—‘The 
bill would mean a tax increase of 1.7 billion dollars 
over the first full year. By 1975 under this bill, 
total Social Security Taxes would reach about 19 
billion dollars a year.” 

The Society’s participation through your Com- 
mittee’s efforts, in conjunction with organized 
medicine in America, has constituted the chief work 
of your Committee this year because the over-all 
importance of this particular legislation exceeds all 
others in its importance. 

It is to be hoped that future members of this 
Committee may profit from the present members’ 
initial experiences and devise better and broader 
approaches to legislative problems that will affect 
the private practice of American medicine in the 
future. 


Respectfully submitted, 


CuHar-es J. ASHWORTH, M.D., Chairman 
Committee on Federal Medical Services 


MorGan Cutts, M.D., CHARLES L. FARRELL, M.D., 
Henri E. GAUTHIER, M.D., ARTHUR E. Harpy, 
M.D., THOMAS PERRY, JR., M.D. 


GROUP PROFESSIONAL LIABILITY 
INSURANCE 


Our group professional liability insurance pro- 
gram started in May, 1955, and has been remark- 
ably successful. At the end of the first year it had 
upwards of two hundred members and dividends 
on 1956 renewals amounted to $1,570.30. During 
this period our group carrier has sustained no 
losses. A substantial premium reserve is building 
up to ensure not only liberal dividends but also the 
expectation that less select risks will be accepted by 
the company. The committee has been disturbed 
by the exclusion of all doctors who use radio- 
therapy or shock treatment as well as any individual 
doctor who is suspected of lacking empathic pro- 
ficiency. The committee also hopes to offer office 
liability coverage at a reasonable rate to supplement 
this excellent professional liability coverage. 
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Respectfully submitted, 

Francis B. SARGENT, M.D., Chairman 
Group Professional Liability Committee 
Rosert G. MurPHY, M.D. 

JosEpH G. McWILLIAMS, M.D. 


INDUSTRIAL HEALTH 

The Committee on Industrial Health met several 
times during the year. It approved the guides for 
industrial nurses and guidance rules for industrial 
medical procedures. The committee requested from 
the Governor’s Advisory Committee to the Work- 
men’s Compensation Commission the findings on 
the position they are to take relative to back injuries 
and the reporting of such injuries. No information 
has been forthcoming from the commission to the 
committee. 

The committee has worked on a simple, short 
form which could be utilized in connection with the 
original report of injury by the first physician who 
sees the workmen’s compensation case. 

The chairman of the committee represented the 
Society at the Annual Congress on Industrial 
Health of the American Medical Association. 

Respectfully submitted, 

STANLEY SPRAGUE, M.D., Chairman 

Committee on Industrial Health 
G. Epwarp CRANE, M.D., THOMAS J. DOLAN, M.D., 
Joun S. Dzios, m.p., AUGUSTINE W. Eppy, M.D., 
ARCADIE GIURA, M.D., ROBERT C. HAYES, M.D., 
JosEPH C. JOHNSTON, M.D., PAUL J. RozzERo, M.D. 


LIBRARY 

During the period April, 1955 to April, 1956, 
1,115 physicians and 912 of the general public 
made use of our library. In this time, 1,095 jour- 
nals and 401 textbooks were circulated, plus 49 from 
the Davenport Collection. Innumerable telephone 
requests for various types of information were also 
handled by the library staff. Loaned to other li- 
braries were 423 journals and 82 books. Two hun- 
dred and thirty-nine bibliographies were prepared. 
Seventy-five volumes were bound, and one is in the 


process of being restored (Boston Medical In- 
continued on next page 
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telligencer, Vol. 2, 1824-25), the latter as a gift 
from Doctor Seebert J. Goldowsky. The current 
number of periodicals and serials received is 339. 

Added to the library were 566 bound volumes, 
plus many unbound journals and pamphlets. The 
Day Fund provided 45, the Donley Fund 4, the 
Davenport Collection 19, the Charles F. Gormly 
Collection 1, and 38 as review books from the 
RuopeE IsLAND MEDICAL JOURNAL. Given as gifts 
were 188 books, of which 47 were discarded as 
duplicates. 

From the estate of one of our long-esteemed 
Fellow who manifested a great interest in the li- 
brary during life, the late Doctor Herbert G. Par- 
tridge, 319 books and 5 pamphlets were received. 

At the present time, the approximate number of 
bound volumes in the library is 41,275. The num- 
ber of bound volumes catalogued to date is 29,682. 
The number of unbound volumes and pamphlets 
catalogued is 2,867. Through the Medical Library 
Association Exchange many single issues of jour- 
nals, replacing lost and missing numbers, were 
received. 

A detailed listing of the gifts is not made in this 
report as they have already been acknowledged in 
On the Medical Library Bookshelves in the RHODE 
IsLAND MEDICAL JOURNAL. 

The addition of Mrs. Shirley Garreau as full- 
time assistant has enabled some long, overdue tasks 
to be at least started. This included checking the 
valuable books in the Miller Room, which had never 
been done previously, and it was discovered that 
many duplicates existed. A section of the basement 
storeroom has been cleaned, and copies of the 
PROVIDENCE MepIcaL JouRNAL, RHopE ISLAND 
MepicaL JouRNAL, and the Fiske Fund Prize Es- 
says have been catalogued. 

The money realized from the sale of duplicate 
books has been used to add equipment to the library, 
to restore and clean four of the portraits belonging 
to the Society, and some will be spent for the res- 
toration of some of our valuable books. The sale 
of duplicate books to Fellows of the Society proved 
to be quite a success, many members expressing 
interest in acquiring these volumes for their per- 
sonal collections, and also providing an unexpected 
source of revenue to the library. 

As ever, the library could not function efficiently 
without the devoted attention of Mrs. Helen De- 
Jong, now ably assisted by Mrs. Shirley Garreau. 
Miss Grace E. Dickerman, for so many years the 
librarian, continues to work in the library, contrib- 
uting a good deal. To these three, the committee 
expresses its appreciation and thanks. 

Respectfully submitted, 
IrvinG A. Beck, M.D., Chairman 
Committee on the Library 
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PuiLrp BATCHELDER, M.D., JOSEPH A. BLIss, M.p., 
S1pNEY S. GOLDSTEIN, M.D., IRENE G. MAYNArp, 
M.D., BERNARD RAPOPORT, M.D., MILDRED I. Rop- 
INSON, M.D., RICHARD K. WHIPPLE, M.D. 


MEDICAL ECONOMICS 


During the course of the past year, this Commit- 
tee met once, on October 3, 1955. 

The Rhode Island Uniform Fee Schedule for 
Governmental Agencies was reviewed and the com- 
mittee recommended the poll of the membership, 
This poll was to determine if there existed a desire 
on a part of a substantial number of the member- 
ship to revise this schedule. The poll determined 
that a significant number of physicians were not 
interested, either in the present schedule, or in any 
desire to revise it. It was, therefore, recommended 
by the Committee that no further action be taken 
on this matter. 

In a communication received from J. T. Sheehan, 
Colonel and Superintendent of the Rhode Island 
State Police, we were advised that all state patrols 
will be instructed to furnish the names and ad- 
dresses of patients receiving emergency services at 
the request of the State Police. 


Respectfully submitted, 

EskE WINDSBERG, M.D., Chairman 

Committee on Medical Economics 
Freperic J. BurNs, M.D., G. EDWARD CRANE, M.D., 
PeTER C. H. ERINAKES, M.D., FRANK J. LOGLER, 
M.D., Gustavo A. Motta, M.D., JAMES A. REEVES, 
M.D., STANLEY D. SIMON, M.D. 


PUBLIC LAWS 


The Committee on Public Laws of the Society, 
with the assistance of the Executive Officer, care- 
fully checked all health and medical legislation in 
particular that was presented to the Rhode Island 
General Assembly at its annual session. The Com- 
mittee met regularly and transmitted to the Assem- 
bly the opinion of the medical profession on some 
of the legislation proposed. In addition, repre- 
sentatives of the Committee presented the views of 
the Society at a hearing on one legislative act that 
proposed extension of privileges to chiropractic 
physicians. 

To the best knowledge of the Committee no legis- 
lation was enacted that is inimical to the health and 
welfare of the people of Rhode Island. 

A summary of the major legislation enacted ts 
as follows: 


Admissibility of Evidence 
An act which prohibits admission in court of 
statements taken from hospitalized injured persons 
within fifteen days of date of injury except with 
written consent of injured person. 
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Highway Safety 
A resolution was passed extending time to the 
commission created in 1955 to study and report to 
the General Assembly upon the subject of motor 
vehicle safety. An act was also passed that requires 
that every motor vehicle shall be equipped with at 
least two headlamps. 


AUGUST, 


Exeter School 
An act providing for the improvement of facil- 
ities and equipment at the Exeter School in La- 
fayette, Rhode Island. 


Hospital Reimbursement 

An act providing for the partial reimbursement 
of voluntary general hospitals for the cost of hos- 
pital facilities for acutely ill ward patients. 
Amounts granted were as follows: 

Rhode Island Hospital 

Our Lady of Fatima Hospital 

Pawtucket Memorial Hospital 

Miriam Hospital 

Woonsocket Hospital 


An appropriation of $6,000 to help clear the 
operating deficit of 1955 at the Bradley Home in 
East Providence was also adopted. 


Higher Education 
A commission to study the future needs of higher 
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education in Rhode Island with eleven members 
consisting of one from the House, one from the 
Senate, the Commissioner of Education, the presi- 
dents of Brown University, Providence College, 
University of Rhode Island, chairman of the board 
of trustees of State Colleges and five appointees 
ot the Governor. 


Insurance 
An act providing for uniform individual acci- 
dent and sickness insurance policy provisions mod- 
eled after legislation already adopted in thirty-nine 
states. 
Medical Examiners 
A reorganization of the assignment of medical 
examiners with two Providence County examiners 
being paid a straight salary and two others a par- 
tial salary and a new fee basis for the viewing of a 
body and performing an autopsy were features of 
the medical examiners act adopted. In addition, an 
act was passed providing for a medical examiner 
for the island of Jamestown. 
Polio Vaccine 


An appropriation of $40,000 for the purchase of 
polio vaccine by the state was approved. 


College of Pharmacy 


The transfer to the state of the property of the 


Rhode Island College of Pharmacy and an ap- 
continued on next page 
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proval of a college of pharmacy in the University 
of Rhode Island was enacted. 


Practical Nurses 
$50,000 was appropriated to provide state assist- 
ance for enlarging the facilities for training pract- 
ical nurses in Rhode Island. 


Public Health Acts 


The town of South Kingstown was authorized 
to enact ordinances regulating health and sanitary 
conditions and a bureau to assure safety of all pub- 
lic drinking water supplies was passed. 


Westerly Medical Society 


An act to vacate the forfeiture of the charter of 
the Westerly Medical Society was adopted. 


Temporary Disability Benefits 


The combined cash sickness and workmen’s com- 
pensation benefits under the temporary disability 
program were raised from $53 to $58 a week. 


W orkmen’s Compensation 


Permission was given to two instead of three 
members to the Workmen’s Compensation Com- 
mission to hear appeals. 


Weekly workmen’s compensation payments for 
total disability shall be made to injured workers 
eligible for partial workmen’s compensation pay- 
ments if the worker is unable to obtain suitable 
employment, or if the employer is unable to offer 
suitable work. 


Resolutions 
A resolution expressing esteem and commenda- 
tion to Doctor Joseph H. Ladd, for forty-eight 
years superintendent of the Exeter School, was 
passed. 
A resolution memorializing Doctor Peter Pineo 








MAGAZINE SUBSCRIPTIONS 


Subscriptions for all types of magazines 
including medical journals, also renewale 
of subscriptions, arranged for your home 
and office. 
RICHARD K. WHIPPLE, M.D. 
25 Algonquin Rd. Rumford 16, R. I. 
Tel. EAst Providence 1-2505 
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Chase, editor of the RHopE ISLAND MEDICAL Jotr- 
NAL and past president of the Rhode Island Medi- 
cal Society, was adopted. 


Major Legislative Proposals Not Enacted 


Among the proposals defeated by one of the 
other bodies of the Assembly or referred in com- 
mittee files were the following: Two acts that 
would amend the Basic Science Law to give special 
privileges to chiropractic physicians; An act that 
would allow chiropractic physicians to participate 
in the state public assistance program ; An act that 
would permit the use of the Alcometer as a test of 
drinking drivers halted on the highway ; Two acts 
that would make it obligatory for the state to pro- 
vide state-paid hospital and medical services to all 
state employees ; An act that would make all physi- 
cians, lawyers, dentists, pharmacists, osteopaths, 
etc., now exempt from jury duty, eligible for such 
duty; An act that would prohibit deduction from 
wages of a prospective employee to defray the cost 
of medical examination, and an act forbidding em- 
ployers to charge employees a fee for a medical 
examination as a condition of employment ; An act 
that would make it a misdemeanor for a person 
that would refuse to give up a party telephone in 
an emergency ; Two acts that would provide free 
medical and hospital care for widows and mothers 
of deceased war veterans; and an act that would 
suspend until January 2, 1958, lump sum work- 
men’s compensation benefits. 


Respectfully submitted, 


James H. FaGan, M.p., Chairman 

Committee on Public Laws 
FREEMAN B. AGNELLI, M.D., HERBERT E. Harris, 
M.D., ALBERT H. JACKVoNyY, M.D., Francis D. 
LAMB, M.D., JOSEPH B. MCKENNA, M.D., EDWARD 
A. McLauGHLIN, M.p., WILLIAM A. REID, M_LD., 
Epwarp H. TRAINOR, M.D. 


RHODE ISLAND JOINT COMMISSION FOR 
THE IMPROVED CARE OF THE PATIENT 


Two meetings of this committee, composed of 
members of the state nursing organization, the 
Rhode Island Medical Society, and the Rhode 
Island Hospital Association, have been held in the 
past year. 

The undersigned succeeded Doctor William 
Sullivan as chairman for the year of 1956. The 
organizational details have been completed and 
several projects have been discussed for further 
study. One specific instance of this committee’s 
efforts to secure improved care for a patient can be 
mentioned in our recent protest before the current 
session of the Rhode Island General Assembly re- 
garding the bill introduced before the legislature 
to change the requirements of the act regulating the 
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licensure of practical nurses. It is unnecessary to 
detail to you the hazards and deterioration of nurs- 
ing care that would inevitably follow the licensing 
of improperly trained persons in this ever-increas- 
ingly important area of nursing care. 

To date, attempts to coordinate the work of the 
commission with hospital staff and administrative 
groups have not been fruitful, chiefly because par- 
ticular institutional problems in a general sense 
remain individual to that particular hospital, and 
their solution rarely permits application to other 
hospitals. It is the commission’s hope, however, 
that improvement will eventually be obtained in 
devising appropriate methods whereby the com- 
bined efforts of the hospital nursing staff and ad- 
ministration can be made available and utilized by 
all hospitals in improving patient care. 

Another major project of the commission this 
year is to establish through the National Head- 
quarters for the Committee for the Improved Pa- 
tient Care an exchange of condensed committee 
reports with other states where similar bodies exist. 

The minutes of the latest meetings have been 
reported, and it is hoped that before our next meet- 
ing the accomplishment of similar committees older 
than ourselves will be available for our future 
guidance. 


AUGUST, 


Respectfully submitted, 

CHARLES J. ASHWORTH, M.D., Chairman 

Rhode Island Joint Commission 

for the Improved Care of the Patient 
ARTHUR E. Harpy, M.D., JoHN H. Gorbon, M.D., 
ALFRED E. KING, M.D. 


VETERANS AFFAIRS 


During the past year the Veterans Affairs Com- 
mittee of the Rhode Island Medical Society has 
been involved in two projects. 

The first was to prepare a statement in response 
toa series of articles appearing in the PROVIDENCE 
JouRNAL-BULLETIN written by Selig Greenberg 
from June 12, 1955, to June 17, 1955. A statement 
was composed and printed in the RHopE ISLAND 
MepicaL JourNAL which agreed with Mr. Green- 
berg’s stand that service-connected disabilities and 
chronic illnesses, such as tuberculosis and mental 
disease, should be handled at Veterans Administra- 
tion facilities, and that non-service-connected dis- 
abilities should be sharply curtailed. 

The second activity of the committee involved a 
commission established by the governor to study 
the advisability of providing free hospital and med- 
ical care for Gold Star Mothers. The commission 
turned down the proposed legislation but unfor- 
tunately, it being election year, the legislators on 
the commission were reluctant to turn it down as 
decisively as we would have liked. 
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Respectfully submitted, 

RicHARD P. SExTON, M.D., Chairman 

Committee on Veterans Affairs 
Tuomas A. EGAN, M.D., RoBert T. HENRY, M.D., 
HERMAN A. Lawson, M.D., JOHN A. MELLONE, 
M.D., ERNEST QUESNEL, M.D., NATHANIEL D. Ros- 
INSON, M.D., EDWIN VIEIRA, M.D. 
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ADVANCES IN THE DIAGNOSIS AND 
TREATMENT OF ADRENAL DISORDERS 
concluded from page 450 
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MEDICAL REHABILITATION 
IN A GENERAL HOSPITAL 
concluded from page 459 

various medical rehabilitation services. I believe, 
then, that this concept of dynamic rehabilitation is a 
responsibility of all in the medical profession, and 
is a challenge for development of better medical 
care in the future. 
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DR. ISAAC GERBER ORATION 


“RADIOLOGICAL AND CLINICAL ASPECTS OF GOUT” 


ALEXENDER B. GUTMAN, M.D. 


Director, Department of Medicine, Mt. Sinai Hospital, New York; 
Professor of Medicine, College of Physicians and Surgeons, Columbia 
University, New York; Editor, AMERICAN JOURNAL OF MEDICINE. 





WEDNESDAY . . . . . OCTOBER 17, 1956 at 8:30 P.M. 
At the Auditorium of the Miriam Hospital 
Meeting Open to All Doctors of Medicine 


. .. Sponsored by the Miriam Hospital Staff Association 




















BOOK REVIEW 


Christopher's TEXTBOOK OF~ SURGERY. 
Edited by Loyal Davis, M.D. W. B. Saunders 
Co., Philadelphia, 1956. $15.50 


The sixth edition of this standard surgical text 
has been completely revised by Dr. Davis and an 
impressive array of contributing authors. The book 
as it now stands represents a cross-section of cur- 
rent thought in surgery from all sections of the 
country. The editor has achieved an excellent bal- 
ance in both subject matter, and in choice of 
authors. Style is clear and concise throughout, and 
while presently accepted principles and practices 
are fully covered, the reader is not overwhelmed 
by a mass of controversial data. The text is well 
illustrated with plates of excellent quality. While 
bibliographical references are included only to 
1954, this merely represents the inevitable span be- 
tween re-editing and publishing a massive text such 
as this. The bibliographies at the end of each chap- 
ter are adequate otherwise, and supply most of the 
standard and classic references to their respective 
subjects. Of great interest is the addition of a 
short informal biography of each of the contribut- 
ing authors at the beginning of his respective chap- 
ter. ‘his feature adds much to the enjoyment of 
the test. 


Christopher’s TEXTBOOK OF SURGERY in its suc- 
cessive editions has been a standard item in the 
medical student’s library for twenty years. In its 
present edition, however, it appears as though the 
appeal and usefulness of this book have been much 
extended. It now seems geared to serve not only 
the medical student, but also the surgical resident 
or practicing surgeon who requires a reliable and 
thorough source book at his fingertips. For a short 
but complete review of any of the many subjects 
that such a reader might require, any of the in- 
dividual chapters is unexcelled. For anyone who 
requires a comprehensive appraisal of current 
thought among America’s outstanding teachers of 
surgery as part of the preparation for surgical 
specialty board examinations, the sixth edition of 
Christopher’s TEXTBOOK OF SURGERY is a must. 


BaANICE M. WEBBER, M.D. 
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INTERIM MEETING PROGRAM 
of the 
RHODE ISLAND MEDICAL SOCIETY 
WEDNESDAY, OCTOBER 24, 1956 





CHARLES L. FARRELL, M.D., President, Presiding 


3:30P.M. At the Rhode Island Medical Society Library 


“A BRIGHAM X-RAY CONFERENCE — 
CLINICAL AND SURGICAL CASES” 


MerRILL C, SoOSMAN, M.D., of Boston, Massachusetts 


Roentgenologist-in-Chief, Peter Bent Brigham Hospital, Boston, Massachusetts ; 
Professor of Radiology, Harvard Medical School 


* * * 


SAMUEL A. LEVINE, M.D., of Boston, Massachusetts 


Physician, Peter Bent Brigham Hospital, Boston, Massachusetts ; Clinical Professor 
of Medicine, Harvard Medical School 


* * 


J. ENGLEBERT DuNpHYy, M.D., of Boston, Massachusetts 


Director of the Fifth Surgical Service and Sears Surgical Laboratory, Boston City 
Hospital ; Professor of Surgery, Harvard Medical School 





General Discussion 





6:00-7:00 Pn.M. SOCIAL HOUR and RECEPTION, Sheraton-Biltmore Hotel foyer 





7:00p.M. DINNER, Sheraton-Biltmore Hotel ballroom 


(For Members of the Society, the Auxiliary and Guests. 
Advance reservation required ) 





8:30ep.M. ADDRESS 


Dr. Henry Viscarpi, JR., of West Hempstead, New York; President, Abilities, 
Incorporated ; faculty member, New York University College of Medicine; member, 
National Advisory Council of the Department of Health, Education and Welfare, 
Division of Vocational Rehabilitation; author (A MaAn’s Stature, and articles for 
Reaper's Dicest, SATURDAY EVENING Post, NATION’s BusINEss, and so forth). 


Subject: “WORKERS IN WHEEL CHAIRS” 





